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In presenting a paper on this subject I claim 
nothing original, but wish merely to offer certain 
conclusions reached after a careful study of modern 
methods of diagnosing and treating hip disease. 
For years all text-books have divided the symptoms 
of hip disease into three stages: The stage of onset ; 
the stage of apparent lengthening ; and the stage of 
real shortening. I think we can get a better under- 
standing of the actual conditions if we discard this 
classification and make an effort to thoroughly un- 
derstand the symptoms. 

DiaGnosis. There is no distinctive’ symptom. 
There is no pathognomonic sign. The general 
diagnostic signs of disease of the hip, named in the 
order of their importance, are: 


1. Limitation of motion and muscular rigidity. 
2. Atrophy. 

3. Attitude of the limb. 

4. Lameness. 

5. Pain and night pain. 

6. Swelling. 

7. Gait. Stiff walk. Diminished motion in hip 


8. Evening elevation of temperature. 

9g. Glandular enlargement. 
10. Gratin, or joint crepitation. 

The first two symptoms, limitation of motion, and 
atrophy, are peculiarly significant of hip disease, 
and upon them in the first stage most reliance must 
be placed. Later, the attitude of the limb, pain and 
swelling, will clear all doubt. Limitation of motion 
is the first symptom to appear, the most prominent 
while the disease lasts and the last symptom to dis- 
appear. It is the result of muscular rigidity. 

Estimation of the amount of limitation in young 
children, who usually resist examination, requires 
tact and patience. 

Having stripped the child, examine first the 
sound side to secure, if possible, the patient’s confi- 
dence. Flexion, extension, abduction, adduction, 
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and rotation of the thigh, flexed at right angles to 
the body, should each be separately and carefully 
carried out. 

Anesthesia will overcome a muscular spasm and 
allow perfect freedom of motion. If used, great 
caution should be observed or considerable damage 
may unconsciously be done the diseased structures. 

In the early stages forced flexion, extension .and 
rotation only may give limitation, motion being 
perfect in each direction until the extremity of the 
arc of normal motion is reached. 

In the more advanced cases, the pelvis readily 
moves with the affected limb before the limitation 
of motion is reached. In these examinations for 
limitation of motion, the greatest reliance should 
be placed upon limitation of motion at the extremity 
oi the arc of normal motion. 

Lameness. A limp in the gait is one of the earliest 
signs, but in this stage it is intermittent, may be 
exactly simulated by other conditions, and is of little 
value as a positive sign. 

Attitude of the limb. The first change in the posi- 
tion of the diseased limb is slight flexion ; later flex- 
ion and abduction, the child standing with the limb 
slightly advanced and turned outward; later the 
limb is adducted. The abnormal position of the 
thigh relative to the pelvis, and to the opposite 
thigh, in the early stage, is due to muscular contrac- 
tion in an effort to firmly fix the joint and prevent 
jar in walking. 

Later, fibrous or bony ankylosis may produce the 
deformity. Abduction and adduction are recog- 
nized by the patient, not as lateral deviations of the 
thigh, but as apparent shortening or lengthening of 
the limb. In abduction, the pelvis is tilted down- 
ward on the affected side, giving rise to apparent 
lengthening. {n adduction, the pelvis is tilted up- 


ward on the affected side giving rise to apparent. 


shortening. The tilting of the pelvis depends upon 
the fact that in walking or standing the limbs must 
be made parallel. If the thigh is fixed by muscular 
spasm, the limbs cross each other, consequently the 
sufferer tilts the hip upward on the affected side, 
to bring the thighs parallel and permit walking; 
consequently the affected limb is apparently short- 
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ened. If the thigh is abducted, walking is impossi- 
ble while the limbs are so widely separated, there- 
fore the sufferer lowers the pelvis on the affected 
side and brings the limbs parallel. This downward 
tilting of the pelvis results in apparent lengthening 
of the diseased limb. To determine the obliquity of 
the pelvis, draw lines between the anterior superior 
iliac spines, and from the umbilicus to the pubis and 
place the limbs parallel. These two lines should in- 
tersect at right angles. To determine the apparent 
lengthening, or shortening, place the trunk and the 
sound side perfectly straight and measure from the 
umbilicus to the malleolus. In abduction we get 
apparent lengthening, in adduction, apparent short- 
ening. 

Real, or bone shortening results from arrested 
growth or destruction of the bone by disease, and is 
a permanent condition. To determine real shorten- 
ing, measure from the anterior superior spine to 
the malleolus. If the limb is flexed and cannot be 
extended without pain, measure from the anterior 
superior spine to the internal condyle. We should 
always determine the relation of the trochanter to 
Nélaton’s line. 

Pain may be absent in any stage. Very frequent- 
ly, and especially in the femoral variety, all the pain 
is referred to the knee. Later there is pain when 
walking. So great may the sensitiveness of the joint 
become that the slight jarring of motion causes ex- 
cruciating agony. Pain may not only be absent but 
may be simulated by other conditions; therefore it 
is not of great value as an individual diagnostic 
sign. However, pain referred to the knee and not 
associated with any appreciable disease of the knee, 
is very characteristic of hip disease; and when lim- 
itation of motion of the hip and atrophy of the thigh 
are also present, it is sufficient to make a diganosis. 
The knee pain is usually experienced upon the ante- 
rior and internal surfaces of the joint over a consid- 
erable area, differing in this respect from the local- 
ization of the pain in knee joint disease, the area 
of which is small. 

Night cries may occur early, but usually do not 
occur until limitation of motion, atrophy and swell- 
ing are present. The night cries are due to muscular 
relaxation which comes with sleep, allowing pressure 
or friction of the tender surface within the joint. 
This causes acute pain, sudden awakening with a 
loud cry and a violent spasm of the muscles to fix 
the joint. While night cries usually occur too late 
to aid in an early diagnosis, when they do occur they 
are characteristic symptoms. 

Local swelling is considered one of the most im- 
portant symptoms, but swelling or thickening alone, 


is unreliable as a sign. Thickening and hardening 
about the trochanter is indicative of suppuration 
within the joint. Perceptible induration usually 
is of little value as a diagnostic sign in determining 
the presence of suppuration. 

Evening elevation of temperature is commonly 
believed to be a constant symptom. While this con- 
tinued evening temperature is often present, in my 
experience it is often absent. We ought not to at- 
tach too much importance to a slight evening rise of 
temperature, nor should we feel too hopeful when 
evening temperature elevation is absent. As a single 
diagnostic sign, it is of little value. 

Enlargement of the deep glands above Poupart’s 
ligament is usually due to tuberculosis and is a fre- 
quent and early symptom, of value when associated 
with other symptoms. Deep pressure in this region 
reveals their presence, and palpation is painful. 

Grating or joint crepitation occurs late and may 
be absent even in the late stage when the denuded 
areas of bone do not come in contact. An examina- 
tion for joint crepitation must be done gently for 
serious damage might be produced by rough man- 
ipulation. 

The X-ray is now frequently used in diagnosing 
hip disease, and is of great value. The area of ne- 
crosis, or destruction of the head of the bone can 
be readily seen. 

In making a skiagraph, it is always best to take 
a picture of both hip joints, upon the same plate, 
placing the tube midway between the joints. Such 
photographs make comparison easy. A coil appa- 
ratus is best for the purpose, requiring only a few 
seconds’ exposure. This saving of time is to be con- 
sidered when examining a nervous, frightened child. 

GENERAL ConpiTIoN. In the first and second 
stages, children are frequently robust and look the 
pictures of health; therefore it is often difficult to 
convince the family of the true nature of the dis- 
ease. Later, when abscess occurs, the good health 
disappears and there is pallor, loss of weight, sweats, 
fever, diarrhea, etc. 

DIFFERENTIAL DiAGNnosis. Many diseases have 
been mistaken for hip disease, but if the character- 
istic symptoms are borne in mind, there are few dis- 
eases for which it will be mistaken. The conditions 
most frequently mistaken for hip disease are: 


I. Rheumatism. 

Synovitis of the hip joint. 
Lumbar Pott’s disease. 
Periarthritis. 

Congenital dislocation of the hip. 
Sarco-iliac disease. 

Infantile spinal paralysis. 
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8. Phlegmonous inflammation in the neighbor- 
hood of the joint. 
g. Fracture of the neck of femur. 

10. Coxa vara. 

11. Tumors of the femur. 

12. Enlargement of the inguinal glands. 

13. Lateral curvature of the spine and neuralgic 
tenderness. 

Hip disease is frequently diagnosed rheumatism. 
Rheumatism is rare before the third year and rarely 
ever involves the hip joint alone, usually several 
joints being involved ; the onset is more acute ; there 
is no history of traumatism and the pain precedes 
the lameness. The pain is not referred to the knee 
and there is no night cry. But the onset may be less 
acute; fever, pain and swelling may be moderate 
and marked muscular rigidity and limitation of mo- 
tion simulate hip disease. 

Synovitis of the hip joint is often confounded 
with tuberculous ostitis. In synovitis the course is 
usually acute; there is no reflex muscular spasm 
and atrophy ; the limb is flexed, everted and rotated 
outward, showing early deformity ; the pain is in the 
hip joint and not referred to the knee; there is no 
night cry. 

It is, in some cases, impossible to distinguish 


hip disease from Pott’s disease in the early stage. 


In Pott’s disease the first symptoms may be a limp 
and limitation of motion in one limb from irritation 
by the presence of pus in the psoas muscle. In 
Pott’s disease we may have limitation of motion of 
the hip. 

The characteristic differential signs are that in 
Pott’s disease, the patient can stand upon the lame 
leg, as well as upon the other and reflex muscular 
spasm is never excited by passive motion of the hip. 
The spine in walking, and motion of the hip is lim- 
ited in abduction and adduction only. In Pott’s dis- 
ease stiffness and pain are more often present in the 
morning and pass off during the day. In hip disease 
we see the little one run around all day and develop 
pain and lameness in the evening. In hip disease 
there are knee pain and unilateral atrophy. A skia- 
graph will aid greatly. 

Periarthritis can usually be distinguished by the 
absence of atrophy, reflex muscular spasm and os- 
tetic night cry, and the presence of redness, fever, 
marked pain and early abscess formation. 


Infantile spinal paralysis has sometimes been mis- 
taken for hip disease. The age, tottering walk, fre- 
quent falls, accentuation of pain and hyperesthesia 
of the joint closely resemble early hip disease. Later, 
the absence of pain and swelling, the abnormal mo- 
bility, atrophy of the whole limb, and absence of all 


muscular spasm, clear the doubt. In infantile spinal 
paralysis the walk is tottering and the reaction to 
faradic stimulation is lost early; there are no knee 
pain nor night cries; and there is never any limita- 
tion of motion. In hip disease the walk is stiff; 
there are limitation of motion, muscular spasm, atro- 
phy, knee pain and ostitic night cry; and the reac- 
tion to faradic stimulation continues. 
In congenital dislocation the persistent limp and 
pain from repeated falls, resemble hip disease, but 
the congenital nature of the limp, the excessive mo- 
bility of the joint and the entire absence of reflex 
muscular spasm clear the diagnosis. A skiagraph 
shows the great trochanter above Nélaton’s line. 
Sacro-iliac disease closely resembles hip joint dis- 
ease in lameness and pain in walking. In sacro- 


Fig. 1. Extension Tray. 


iliac disease the body inclines through the lumbar 

spine away from the diseased side, and the patient 

walks in this position. In hip disease there is no 

lateral inclination of the body ; the limb is flexed and 
may be abducted so that the child stands with the 

limb slightly advanced and turned outward. In 

sacro-iliac disease there is no pain on motion of the 

hip joint when the pelvis is rigidly fixed. In sacro- 

iliac disease there is marked pain when the two ilia 

are pressed together. 

Fracture of the neck of the femur affords a his- 
tory of traumatism immediately followed by dis- 
ability, pain and limp. In an old case there may be 
flexion, adduction, shortening and limitation of mo- 
tion, etc. 

Tumors of the femur are usually sarcomata. The 
bone enlarges rapidly. 
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_In sacro-iliac disease, fracture and tumor, the ski- 
agraph easily makes the diagnosis. 

In coxa vara, caused by the bending of the neck 
of the femur, the diagnosis is often obscure. The 
chiet points of differential diagnosis are that in hip 
disease we have constant muscular spasm on manip- 
ulation ; considerable early limitation of motion, and 
no real shortening unless the disease is well ad- 
vanced. In coxa vara, muscular spasm occurs only 
after prolonged exertion; motion is limited only in 
abduction, flexion and inward rotation; shortening 
develops early and is not accompanied by signs of 
inflammation or suppuration. Again the x-ray is 
of great value. In traumatic coxa vara, we find a 
separation of the head ot the femural epiphysis and 
in the non-traumatic variety the deformity will be 
found in the neck. 

A common source of error is inflammation of the 
iliac or inguinal glands, which may cause lameness, 
pain, flexion and some rigidity of the joint. On 


Fig. 2. Traction in the Line of Deformity. 


examination by deep pressure above Poupart’s liga- 
ment the enlarged glands may be felt and palpation 
is painful. Usually there is rigidity only in exten- 
sion and abduction. [lexion, and rotation are free. 
There are no atrophy, no night pains, and no tro- 
chanteric thickening. It should be remembered the 
enlargement of these glands may be due to hip dis- 
ease itself. 

ProGNosis. Hip disease tends to recovery. In the 
majority of cases there is more or less deformity. 
Efficient treatment, commenced early and carefully 
continued, will favorably influence the course of 
every case. The intelligence of the nurse and the 
child’s general surroundings have great bearing on 
the final result in every case. 

in the prognosis, we must consider the amount 
of deformity, the occurrence of abscess, the causes 
of death and the time required for successful treat- 
ment. 

Amount of deformity. When the treatment is in- 
stituted during the early stage, the majority of cases 
will recover with free motion, and without deform- 


ity or shortening. If suppuration has developed 
before the beginning of treatment, ankylosis usually, 
but not necessarily, occurs. If arikylosis does occur 
the position of the limb is most important, The less 
flexion and abduction present, the better will be 
the locomotion. A perfect recovery wathout deform- 
ity from hip disease would be shown by the patient 
being able to take certain positions as well with the 
cured limb as with one not diseased. 

In all cases where suppuration has occurred short- 
ening to a greater or less degree is the rule. The 
degree of ultimate shortening will depend upon the 
position of the limb, dislocation, true or false, actual 
destruction of the bone, either by disease or by 
operative treatment. After recovery, the amount of 
shortening often slightly increases on account of re- 
tardation of the growth of the bone. When atrophy 
is once well developed, it never entirely disappears. 


* Massage and exercise will improve the atrophy but 


cannot entirely remove it. 


Fig. 3. Extension Weight Removed. Deformity of Abduction and 
Flexion Still Present. 


Abscess. The occurrence of abscess means either 
inefficient treatment, or the advancement of the dis- 
ease in spite of the treatment. Hip disease runs its 
entire course without suppuration, as a rule, but 
abscesses are a frequent and serious complication. 
The frequency of abscess formation is directly in- 
fluenced by the efficiency of treatment and the stage 
during which treatment is instituted. 

Certainly, 60 to 70 per cent. of abscesses of hip 
disease develop before proper treatment is instituted. 
If a diagnosis of hip disease is made early and prop- 
er treatment begun and continued, the danger of 
suppuration and abscess formation will be greatly 
reduced. 

Causes of death. Death usually results from gen- 
eral dissemination of tuberculosis. Meningitis, pul- 
monary and miliary tuberculosis, amyloid disease 
of the internal organs, pyemia and exhaustion from 
suppuration are the most common causes. Inter- 
current disease is more fatal. 

The time required for treatment of course varies 
with individual cases. With the best conservative 
treatment instituted early we cannot expect a cure 
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under two. years and it may require five. Even after 
all signs have disappeared it is far safer to continue 
a protective.or convalescent splint for one or two 
years. 

RELAPSES are frequent and usually result from 
too early use of the limb, the infliction of fresh 
injury, or failure of the general health from some 
intercurrent disease. 

Remissions. During the course of cases of hip 
disease distinct remissions of all symptoms occur. 
These remissions may be repeated several times. 
They usually occur in the early stage of the disease. 
A slight limp may disappear, only to return a few 
weeks or months later; the limp may not be accom- 
panied by pain; pain and soreness may disappear 
and during the interval the child may resume its 
normal activity ; subsequently, the pain, soreness and 
limp will return. During the remission examination 
will reveal some limitation of motion, and reflex 
muscular spasm will be produced and some slight 
alteration in the normal gait can be detected. Sev- 


Extension is made from the condyles of the femur 
with very little pull on the lateral ligaments of the 
knee. In making Sayre extension, we may use ordi- 
nary Z. O. plaster, but the Shiver swansdown is bet- 
ter. In employing extension treatment rest in bed 
is bad, for the child will be deprived of necessary 
fresh air and sunshine. It is better to use a portable 
recumbency apparatus, such as the extension tray, 
which is efficient and convenient. (Figure 1.) It 
consists of a rectangular frame made of gas piping 
and varnished to prevent rusting. The frame is cov- 
ered with canvas, except a two or three-inch space 
in the center corresponding to the anal opening. The 
canvas is tightly laced on the under side. The cen- 
tral part is covered by a draw piece of canvas, which 
is fastened by buckles on the under side. The upper 
piece of canvas has attached to it a body piece which 
is brought over the child’s chest and buskled to pre- 
vent rising. Extension is made in the usual manner 
with adhesive plaster. 

Care should be taken to make extension in the 


Fig. 4. Extension in the Normal Line. 


eral remissions of limp and pain may occur before 
the disease becomes well established. We should 
expect these remissions and should not be confused 
about our diagnosis when they do occur. 

SUCCESSFUL TREATMENT. Provide abundance of 
fresh air, a generous diet, sufficient sleep, plenty of 
amusement, sufficient and proper rest and such con- 
stitutional medication as the general condition of the 
child demands. Tonics are valuable, and of these 
the best are cod liver oil, syrup of the iodid of iron, 
and hypophosphites. Especial attention should be 
given to the digestion and regulation of the bowels. 

As soon as a diagnosis of hip disease is made the 
inflamed joint should be placed at rest, the existing 
deformity corrected, and such appliances as will pre- 
vent subsequent deformity should be used. The 
earlier treatment is instituted, the better the pros- 
pects of recovery with the least impairment of the 
function of the joint. Rest of the joint and correc- 
tion of existing deformity can best be secured by 
recunibency and extension. 


Fig. 5. Voluntary Extension. More Weight is Needed. 


line of deformity, that is, in the line of the flexed or 
abducted or adducted thigh, and as the deformity is 
corrected, the position of the limb can be gradually 
changed to the normal one. (Figure 2.) 

The amount of weight necessary to produce ex- 
tension varies in individual cases. Enough weight 
should be used to overcome muscular spasm. If 
starting at night is not relieved, the weight should 
be increased. Counter-extension is a great aid and 
can be made by two perineal straps combined with 
raising the lower end of the tray. 

On the extension tray the child can be carried 
about for fresh air and sunshine without danger or 
injury. If extension must be carried out in an ordi- 
nary bed it is best to apply a padded splint from foot 
to axilla on the sound side and elevate the foot of 
the bed. 

My reasons for preferring recumbency and trac- 
tion in the early stage, are that by traction we can 
best rest the joint, and easily correct the deformity, 
and also because it is the best means of relieving 
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pain. If deformity has occurred, recumbency and 
traction is the best treatment we can use to correct 
it. Time in bed is not time lost. If proper attention is 
paid to providing fresh air, good food, sleep and 
amusement, and the period of recumbency is not un- 
duly prolonged, the child’s health will not suffer. 
Certainly recumbency and traction properly carried 
out is the best measure for the prevention of ab- 
scess. This treatment should be continued until all 
deformity is corrected, and there is complete absence 
of night pains. When the diseased limb will lie flat 
without lordosis, it is best to apply a plaster cast 
from the free ribs to the knee, continuing the ex- 
tension and recumbency for three or four months, 
thus getting absolute fixation and perfect extension. 
Consequently, all deformity and pain are relieved 
and the danger of abscess formation is reduced to a 
very small proportion. 


Fig. 6. Ali Deformity Corrected. 


After all deformity is corrected, we may consider 
the use of a splint, but no splint should be used until 
all deformity and pain have been relieved by recum- 
bency and traction in an extension tray. There are 
three kinds of splints in use: 1st. The fixation splint. 
2nd. The combined fixation and traction splint. 3rd. 
The traction splint. The common forms of simple 
fixation splints are the plaster of Paris cast, the 
Thomas splint, and padded board. splints applied 
from the axilla to the foot. The Thomas is the 
best of all fixation splints, and next to this the plas- 
ter cast applied not from the free ribs to the knee, 
but from the axilla to the foot. 

Fixation splints have no influence over reflex 
muscular contraction and intraarticular pressure and 
will not prevent destruction of the head of the bone 
or perforation of the acetabulum. If applied early 
they will prevent the usual deformities. The time 
to use fixation splints is after the pain and deform- 
ity have been corrected by recumbency and traction. 
Applied at this time, and used three or four months 
in association with recumbency and traction, they 
will aid greatly in reducing the danger of suppura- 
tion. 


In cases of children of the poor and ignorant, 
where we cannot get intelligent cooperation and con- 
stant attention to small details, fixation splints ap- 
plied and continued after the correction of deformity 
by recumbency and traction, will give better results 
than the more complicated fixation traction splint. 
In such cases apply a plaster cast from axilla to foot, 
put a high shoe on the sound foot and place the 
child on crutches. 

Abscesses are more frequent in cases treated by 
simple fixation. In regard to traction, I do not be- 
lieve we ever get actual separation of the joint sur- 
faces, for it is estimated by Lovett that the thigh 
muscles are capable of exerting a force of 30 to 35 


Fig. 7. Modified Thomas Splint. Note the Buckles to Fasten to the 
Extension Apparatus on the Leg. Extension is Adjusted by 
Ratchet and Key. 


pounds in a ten year old child. What traction actu- 
ally does accomplish is resting the part by over- 
coming the muscular spasm and securing fixation. 
The best of all splints is the modified Thomas splint. 
(Figures 7, 8 and 9.) It is a combination fixation 
and traction splint and is a modified combination of 
the English Thomas splint with the American Taylor 
splint. This splint not only prevents deformity but 
secures absolute protection to the joint. Its advan- 
tages over the long traction splints are that it fixes 
the joints both above and below the hip, thus pre- 
venting any muscular action that would distort the 
hip. It is used with a high shoe on the sound foot 
and axillary crutches. 

The Taylor and Sayre traction splints are more 
comfortable and are usually worn without crutches. 
The traction splints do not give sufficient fixation. 
They are all useful, but none is perfect. The child 
should not be allowed to walk immediately after 
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the application of any splint. It is better for it to 
wear the splint and continue recumbency for sev- 
eral months. It can be carried about easily and is 
not deprived of fresh air and sunshine. If all goes 
well, and there is no return of pain or tendency to 
deformity, then allow the child to walk with the 
splint and crutches. 

Frequently there are acute exacerbations of the 
disease, and when these occur the child should re- 
sume the recumbent position. If recumbency and 
cessation of motion do not relieve the pain and 
muscular spasms, or an abscess develops, remove the 
splint and reapply extension in the line of deformity 
in an extension tray. Later, the splint may be tried 
again. 

In using any of these traction splints, care should 
be taken to see that sufficient traction is made, espe- 


Fig. $. _#ront View of Modified Thomas Splint. Extension Straps 
Pass Through the Stockings to Buckles on the Splint. 


cially at night. The splint should be examined fre- 
quently and adjusted to maintain the proper traction. 
Do not attempt to reduce existing deformity by 
means of a splint. The only safe and proper way to 
deal with muscular deformity, is correction by re- 
cumbency and traction. 

When can the child dispense with a protective 
splint and substitute a convalescent one? The un- 
certainty in deciding this question is due to the fact 
that we have no satisfactory test of cure. The best 
of all tests is that of function. Remove the splint 
and test the motion and then reapply. Test again 
one week later. Make these tests several times. If 
motion has increased, substitute a convalescent 
splint. The best convalescent splint is that of Tay- 
lor. This splint does not employ traction and it al- 


lows motion at the hip, knee and ankle. Willard’s is 
a good convalescent splint. 

After the final removal of all splints, it is wise to 
have the child walk with crutches and a high shoe 
on the sound foot, until the muscles have had suffi- 


cient time to regain their strength. Massage and 


electricity are useful for this purpose. 

Deformity, either muscular or fibrous, is best re- 
lieved by recumbency and traction in the line of de- 
formity, gradually bringing the limb to a normal 
position. Adduction of the limb can be corrected by 
double extension, a second line of traction being 
made by passing a well padded band around the 
thigh, close to the groin, and making traction out- 
ward at right angles to the long axis of the femur. 
When traction fails to correct deformity, manual 
force or operative measures (manipulation under 


Fig. 9. Back View of Modified Thomas Splint. Worn With a High 
Shoe on the Sound Foot, and Axillary Crutches. 


anesthesia, tenotomy or osteotomy) must be used. 
Thorough trial of traction should be made, how- 
ever. 

In the treatment of abscess, we should be guided 
by the condition of the patient, the location of the 
abscess and its severity. Abscess formation is sim- 
ply an incident in the course of tuberculous joint 
inflammation. If it were possible to locate all the 
foci of disease, and to completely remove them 
without doing great damage to the healthy tissues, 
operative treatment would be ideal. This is not 
possible, and better results are obtained by conser- 
vatism. If the child is in bad general health, and the 
presence of the abscess seems to directly influence 
the health, then there is no question about the ad- 
visability of operating. If the large femoral vessels 
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are subjected: to too much pressure by the abscess, 
operative treatmerft is necessary. Many abscesses 
will disappear without any operation, and unless 
there is too much depression of the general health, 
recumbency, traction and fixation should be tried. 
Many operative measures have been used in treating 
abscesses, including simple aspiration, aspiration 
and injection of antiseptics, simple incision, free in- 
cision, incisions and drainage, incision and curette- 
ment. Probably incision and drainage gives the best 
result. Excision of the head of the femur should 
be used only as a last resort and is apt to be unsatis- 
factory because of coexisting disease of the acetabu- 
lum. ‘After all operative measures, recumbency and 
traction should be used, combined, if necessary, with 
fixation by splint or plaster bandage. 

Concriusions.—1. Early diagnosis is most im- 
portant. No method of treatment can restore the 
golden moments lost by neglect or failure to make 
an early diagnosis. 

2. Early diagnosis is 
if one understands the 
hip disease. 

3. In the early stage the greatest reliance should 
be placed upon limitation of motion and atrophy. 
If in doubt, it is far better to treat the case as one 
of hip disease, than to lose the golden opportunity 
by confusion. Later, pain, lameness, knee pain, 
night cries, the attitude of the limb, and swelling 
will clear the doubt. 

4. Remission of the symptoms in the early stage 
is a common and frequent occurrence. 

5. Differentiate from all other possible condi- 
tions. If one will take the time to study the case, 
a differential diagnosis can easily be worked out. 
The skiagraph is a great aid. 

6. The prognosis must take into consideration 
not only the life of the child, but the amount of de- 
formity expected, the impairment of the function 
of the joint, the development of abscess and the 
duration of treatment. The intelligence of the 
nurse and the general surroundings of the child 
are most important considerations. 

7. Treatment: General constitutional treatment 
is very important. 

8. Recumbency and traction in the line of de- 
formity should be used in every case until all de- 
formity is corrected and until all night pain has 
ceased. 

9. Fixation splints, employed with recumbency 
and traction, after deformity is corrected, will do 
much to reduce the propertion of abscesses. 


not only possible, but easy 
characteristic symptoms of 


10. When a fixation-t:action splint is first ap- 
plied, the child should not walk, but should continue 


the recumbent posture for a few months, until’ it is 
certain that the fixation and traction are sufficient ; 
then it should use crutches. 

11. Good traction must be secured, especially at 
night. 

12. To maintain good traction, frequent exam- 
ination and adjustment of the splint are necessary. 
Attention to small details has much to do with the 
ultimate success. 

13. Traction splints without fixation are not to be 
recommended. 

14. Fixation splints will not influence muscular 
spasm and intraarticular pressure. 

15. When an acute exacerbation occurs while 
the child is wearing a splint, recumbency and trac- 
tion is the best remedy. 

16. It is better to wear the splint too long than 
to take it off too early. A convalescent splint is 
always necessary. 

17. Relapses are frequent. The most common 
causes are early use of the limb and the infliction of 
fresh injury. When relapse occurs, go back to the 
beginning: recumbency and traction in the line of 
deformity. 

18. Deformity can best be corrected by recum- 
bency and traction. It should never be corrected by 
splints. Forcible correction is dangerous. Myot- 
omy, tenotomy and osteotomy, after failure of trac- 
tion, give better results and are less dangerous than 
forcible correction by manipulation. 

19. Abscesses should not be subjected to opera- 
tion, unless the child’s general condition and the lo- 
cation of the abscess demand interference. The 
best results are obtained by small incisions, irriga- 
tion and drainage. Conservative mechanical treat- 
ment gives better results than excision of foci or 
excision of the hip joint. If the acetabulum is in- 
volved, the disease cannot be entirely excised. 
Operative treatment should always be preceded by: 
thorough mechanical treatment. 

20. Hip disease can be cured without deformity 
and with little impairment of the function of the 
joint, if diagnosed early and properly treated. Sim- 
ple abscess is not dangerous to life and does not 
necessarily prevent cure without deformity and 
restoration of good motion. Extensive suppuration 
usually ends in more or less permanent shortening. 

Again let me say, that I do not claim anything 
original. I have given my ideas as gathered from 
personal experience, and from careful stidy of the 
writings of others who have devoted to this disease 
the thorough consideration it deserves. I have 
quoted largely from the writings of Young, Gibney, 
Sayre and Lovett. 
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THE OPERATION OF GRAFTING THE 
RABBIT’S CORNEA ON THE 
HUMAN EYE. 


Francis VALk, M.D., 


Professor of Diseases of the Eye in the New York 
Post-Graduate Medical School and Hospital. 


We may reasonably ask the question is the trans- 
plantation of the cornea or keratoplasty justifiable 
and sufficiently successful to warrant its perform- 
ance? A limited experience in this work on the 
writer's part seems to answer that question in the 
affirmative; though we must put a proviso on the 
answer ; that is to say, it is warranted in a suitable 
case in which the operation is indicated, and in 
which one may hope for some reasonable success. 


To one who has completely lost this most valuable 
function, that of seeing, the slightest restoration of 
that function, by any means, seems to me a part of a 
surgeon’s work and duty. Though the prognosis 
may be exceedingly doubtful, yet to those who are 
blind there is everything to gain and surely noth- 
ing to lose. 

Now one’s personal experience in any procedure 
is useful, interesting, and may be beneficial to others 
who wish to work along the same lines, and as | 
have.now performed this operation three times, per- 
haps I may speak with some authority on the sub- 
ject. 


Our first consideration must be that we have be- 
fore us a suitable case for operation, and that is 
summed up in a few words: a total leucoma without 
complications in the posterior surfaces of the cornea 
or in the iris, but this condition is very rare. Most 
of the cases that present themselves for help are 
those unfortunates who in early life have suffered 
from ophthalmia neonatorum or a gonorrheal infec- 
tion later in life. In this class of cases the inflam- 
matory condition has always extended throughout 
the entire layers of the cornea. In other words, we 
have a deep infiltration of the true corneal tissues 
with involvement of Descemet’s membrane, the pos- 
terior epithelium, and in most cases, the iris—re- 
sulting in a complete occlusion of the pupillary space 
with inflammatory products and pigment; the iris 
tissue closely adherent to the posterior surface of 
the cornea and completely preventing the entrance 
of the rays of light. But we cannot see this con- 
dition on the examination of the patient and it will 
be revealed only as the various steps in the opera- 
tion proceed. In other words, we cannot tell what 
- is the condition of the deeper parts until we have 


trephined the cornea and removed the true corneal 
tissue. 

We may say, then, that these are unfavorable 
cases, yet, in my opinion, in the hope that we may 
find Descemet’s membrane intact, we are justified 
in the attempt. 

Now, we may ask what is a truly favorable case? 

Such cases may be found in those who have had 
an extensive but superficial inflammation of the cor- 
nea resulting in a dense, but not a deep leucoma 
of the cornea in which one may trust to find 
that the inner limiting area of the cornea is clear and 
intact, so that during the operation the anterior 
chamber may not be evacuated, and the graft laid 
directly on the membrane of Descemet. Again, we 
may see cases of exterior pannus from old granular 
inflammations of the lids, the anterior portion of the 
cornea completely opaque, more or less covered with 
fine bloodvessels, and yet the anterior chamber may 
be normal, with fairly good perception of light. In 
all of these cases with these extensive opacities of 
the cornea, extending almost to the limbus, I have 
never found the operation of iridectomy to be of 
any practical service. It is impossible to make the 
coloboma of the iris sufficiently extensive towards 
the periphery of the cornea to allow the rays of light 
to pass into the eyeball so as to reach the retina. 
And if these rays should pass beyond the cornea 
they would be so distorted and misdirected owing to 
the refraction of the extreme outer edge as to be 
simply and practically useless for vision; while even 
a very small bundle of rays that can be made to pass 
the center of the cornea will be useful and tend 
to increase the visual power. 

Again, we may ask the question, will the graft 
live? I feel almost assured of an affirmative to 
this question, as in my cases, now numbering three, 
the graft has always lived and has seemed to become 
a permanent part of the cornea, showing finally as a 
small watch glass set in a frame. 

Yet if they do keep their vitality, will they also 
remain transparent? Here we meet the great diffi- 
culty in the prognosis of this operation. My first case 
which I operated upon without any experience and 
simply from the published description of the opera- 
tion, and where the rabbit died from the use of 
chloroform during the operation, the graft lived but 
became so opaque that I failed to get any improve- 
ment in the visual power. In my second case, with 
more experience, the graft not only lived but became 
only partially opaque, so that we had a decided im- 
provement in the visual power; and the last time I 
saw the patient she was able to move about in her 
apartment and do some simple housework. In my 
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third case the graft, when examined upon the seventh 
day, was found to be in good condition, fairly trans- 
parent, with the corneal tissues covered with small 
bloodvessels. At no time did the patient have any 
discomfort or pain in the eye. But, as in this case, I 
had to trephine the entire thickenss of the corneal 
tissue, and then found a dense mass of pigment and 
inflammatory products filling the pupillary space that 
has made the prognosis very doubtful. 
Operation.—It is some years since the opera- 
tion of transferring the cornea of the rabbit, or 
other animal, was published and I am _ unable 
to give the name of the author in question—possibly 
Reisinger ; but the operation did not seem to be in 
any way successful until Von Hippel presented a 
case at the Heidelberg Ophthalmological Society, in 
1887; since that time I have failed to find any re- 
ports of this operation except in the Philadelphia 
Medical and Surgical Reporter, June 8, 1889, in 
which I find an article reporting my first two cases. 
This article was not reported or written by myself. 
The final result of those two operations was suffi- 
ciently encouraging to justify the procedure; but 
until my last one, I have not had a case under my 
care that would warrant my doing the operation. 
The third attempt of my own was made on the six- 
teenth of October, 1907,at the New York Post-Grad- 
uate Hospital, on Miss V. S., aged 25. This young 
woman had been blind since two years of age, when 
she lost the sight through some extensive suppura- 
tive inflammation leaving her with a small soft eye- 
bal! on the right side ; and on the left, I found the eye 
of normal size and tension, but with a dense leucoma 
covering almost the entire cornea, showing a rim of 
iris about one-half mm. wide at the limbus, and with 
vision equal to perception of light and a good field. 
The eye was washed with normal salt solution, the 
trephine of Von Hippel was adjusted to penetrate 
the cornea one mm. and to remove a disc nearly one 
cm. in diameter; placing this over the cornea 
slightly below the center, the cutting edge was 
rapidly revolved by the small clockwork in the 
handle, cutting down to the small flange. This por- 
tion of the cornea was then carefully dissected and 
removed. Here we found the inner layers of the 
membrane of Descemet so dense and opaque that I 
readjusted the trephine and removed the entire tis- 
sue of the cornea. In passing, I may state that this 
should not be done unless indicated, as in this case. 
As this small disc of corneal tissue was removed, I 
found the tissue underneath, evidently the iris, pig- 
ment and plastic material, closely adherent to the 
cu-nea. The rabbit was now cocainized and a sim- 
ilar disc removed from the center of the cornea and 


rapidly carried to the patient’s eye, nicely adjusted 


and the eye carefully closed, and over it was placed 
a pad wet with normal salt solution, and a bandage. 
The patient was carefully removed to her bed and 
kept perfectly quiet with full nourishing diet for 
seven days, when the eye was opened; after inspec- 
tion it was again bandaged and kept so for ten days 
and again inspected. 

It is to be noted that this last case reported is ex- 
ceptional in the fact that I removed the entire disc of 
the patient’s cornea and placed the disc of the rab- 
bit’s cornea directly on the iris. 

We may then ask our final question, is the opera- 
tion indicated and justifiable? From my past experi- 
ence in these three cases, I think we are fully justi- 
fied in this operation, difficult and laborious as it may 
be, requiring special skill and ingenuity, yet one that 
seems to promise “even a temporary success”; and 
it goes without saying that these unfortunates who 
have lost all useful vision, except shadow, will gladly 
welcome any procedure that may promise some rays 
of hope to the blind. This operation may be tried 
in all cases of leucoma totalis and those of a dense 
pannus following old trachomatous conditions after 
the cicatricial stage has passed. The last cases seem 
to me to present the most favorable condition, as we 
may expect to find a clear Descemet’s membrane and 
normal anterior chamber. Personally I shall at- 
tempt this operation in all suitable cases that pre- 
sent at my clinic and it is reasonable to expect that 
experience in this work, as in all other scientific re- 
search will yet demonstrate its usefulness and prac- 
ticability. 

This case is reported in the hope that we may 
stimulate others in our hospital and laboratory work 
to eventually succeed. I will close with the words 
of Knapp, in which I fully concur: “If even a tem- 
porary success, useful vision for some years could 
be expected, the operation would go out of the labo- 
ratory into the practice of ophthalmology.” 

162 East 61st Street, New York City. 
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Dr. William J. Robinson, Editor of The Critic and 
Guide, Therapeutic Medicine, etc., has also assumed 


the editorship of The American Journal of Urology. . 


The journal is to be enlarged in scope so as to in- 
clude venereal and skin diseases and there will be 
added an abstract department in which it is intended 
to review the genito-urinary and dermatologic lit- 
erature of all civilized languages. 
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AN INGUINAL COLOSTOMY PERMITTING 
CONTROL OF THE INTESTINAL 
CONTENTS. 

Leon F, Garricues, M.D. 


Attending Gynecologist, St. Mark’s Hospital; Surgeon, 
est Side German Dispensary, 


NEW YORK. 


Several operations have been described for in- 
guinal colostomy, but those I have observed pre- 
sented innumerable drawbacks. There is consider- 
able leakage of feces, especially fluid and gases, 
which gives rise to a condition of eczema surround- 
ing the artificial anus, which is very distressing to 
the patient. This state of affairs is so distressing, 
indeed, that many surgeons consider it more humane 


the loop of intestine that has been pulled out. The 
intestine is now drawn through from the first to 
the second incision underneath the bridge of 
skin and subcutaneous tissue. A running suture 
is inserted uniting the skin and the end of the loop 
of intestine to the second incision (Fig. 2). The 
skin and subcutaneous tissue of the first incision . 
are now sutured. The intestine is opened in the sec- 
ond incision if the case is an urgent one, but if 
possible twenty-four hours should be allowed to 
elapse before the intestinal incision is made. 

The operation, which, it will be seen, is practically 
that of Ssabanijew-Frank as applied to gastros- 
tomy, consumes but little more time than the usual 
ones in use, and the valve permits the control of 
both solid, liquid and gaseous contents of the intes- 


oA, 


Fig. 1. 


to let the patient die than to have him undergo the 
martyrdom of a life under these conditions. 

To overcome these drawbacks, I have devised the 
following operation: An incision is made three 
inches in length through the left linea semilunaris 
at the level of the superior iliac spine, into the peri- 
toneal cavity, and a loop of the colon pulled out. 
(See Fig. 1.) A second incision about two inches 
in length is made about two to three inches outside 
of the first incision and the subcutaneous tissue and 
skin are undermined between the two incisions; the 
exact position of the second incision depending 
somewhat on the length of the mesentery, as the 
mesentery should be put gently on the stretch. A 
running suture is inserted between the peritoneum 
and deep fascia on the one side and the muscular 
layers of the intestines on the other, at the base of 


- Fig. 2. 


tines by the application of a simple abdominal dress- 
ing such as is used in umbilical hernia. I have had 
opportunity to perform this operation only once, and 
that under unfavorable conditions, as the patient 
had been operated on ten days previously for carci- 
noma, which could not be excised. Following this 
operation the patient could not defecate on account 
of the pressure of the cancerous masses. I could 
not get permission to operate until ten days later. 
The operation was performed as above without spe- 
cial difficulties, and while the patient lived only three 
days after the operation, it seemed to answer thor- 
oughly the purpose for which it had been devised. 
I publish this case in the hope that some others hav- 
ing cases of the kind may try the method and report 
more in detail concerning its ultimate results. 
11 West E1cutu Street, New York Ciry. 


| 
| 
| 
‘| 
| 
| 
| 
| 
4 
y 
4 
Y 
| @ | 
/ / | 
| 
| 
4 
1 
| 
1 
. 
| 


12 AMERICAN 
JOURNAL OF SURGERY, 


HaLL—OvaARIAN TuMors. 


January, 1908. 


OVARIAN TUMORS; REPORT OF CASES.* 
By Anpy Hatt, M.D., 


MT, VERNON, ILL, 


dn a society like this, whose membership is largely 
composed of men engaged in general practice, it 
may Jook like an intrusion and a waste of time to 
discuss a purely surgical subject. However, when 
we remember that aside from accidental injuries, 
the man doing a general practice, the family physi- 
cian, is first called to attend every case of sickness, 
whether it be from a medical or a surgical disease, 
we realize the importance of his having a good 
knowledge of all diseases to which the human race 
is heir. 

The physician engaged in doing a general prac- 
tice above all others should be a good diagnostician. 
Not only should he be able to diagnose medical dis- 
ease, but he should be able to diagnose surgical 
diseases, and should have a good knowledge of the 
prognosis and treatment of same. 

Patients will usually trust their family physician 
and will act upon his advice sooner than they will 
the advice of the most eminent surgeon in the 
world. Hence the importance of his ability to 
diagnose surgical diseases and give advice concern- 
ing their treatment. Upon his. ability to diagnose 
a mastoid infection ; an empyema; an infected gall- 
bladder ; an appendicitis ; an obstruction of the bow- 
els ; a pus tube or an ovarian tumor ; and his knowl- 
edge of their proper treatment, may depend the life 
or death of his patient. 

Ovarian tumors are classified as solid and cystic. 


after the tumor has arisen above the pelvis and is 
free in the abdominal cavity, one must eliminate 
abdominal ascites, tubercular peritonitis, obesity, a 
distended gall-bladder, cysts of the liver, kidney and 
spleen, fibroid of the uterus, and last, but most im- 
portant, pregnancy. 

In examining for an ovarian tumor one should 
always bear in mind the possibility that any woman, 
married or single, between the ages of thirteem and 


. fifty-two years, may be pregnant. If in any doubt 


about the diagnosis, do not give an opinion until 
you have examined the case more than one time, and 
if necessary, examined under an anesthetic. 

When a diagnosis has once been made, the patient 
and ler friends should be informed of the nature 
of her malady. They should be told that there is 
no medical treatment for her trouble, and, if treated 
expectantly, her condition will go from bad to worse. 
They should be informed that if ‘tie tumor is left 
alone, it may become inflamed, it may suppurate, it 
may become twisted on the pedicle, or it may rup- 
ture; and that any one of these accidents may 
prove fatal. They should know that if none of 
these accidents occur, the tumor, at least, will con- 
tinue to grow until it will finally embarrass the cir- 
culation, the respiration and the action of the kid- 
neys; the digestive function will become deranged 
and that she will finally die of exhaustion. They 
should be advised that there is one remedy, and 
only one—the removal by surgical means; and the 
sooner this method is adopted the better will be the 
chances of recovery. 

It may be of interest at this time to recall that 
the first deliberate and complete ovariotomy ever 


performed was by Dr. Ephraim McDowell, of Dan- Si 


Clinically they are classified as benign, malignant 

and semi-malignant. It is not always possible to ville, Kentucky, in the year 1809. He secured the p: 
differentiate between a solid and cystic tumor; nor pedicle by a ligature, the ends of which were la 
is it important since the treatment in both is the prought out of the wound. His patient made a e 
same. All ovarian tumors should be classified as perfect recovery. In 1821, Dr. Nathan Smith, of er 
malignant until they are removed and proven other- Connecticut, performed a successful ovariotomy. cl 
wise. Dr. Smith secured the pedicle with animal ligatures, 

An ovarian tumor may occur at any age but the which he cut short. After this, Dunlap, Atlee and ~_ 
most probable time is during the child-bearing other American surgeons began to operate, and by . 
period, near the menopause. the year 1850, they had performed thirty-six ovari- 8 

The diagnosis of an ovarian tumor is not always otomies with twenty-one recoveries. m: 
easy, and at times it may be most difficult if not In 1824 the surgeons of Great Britain began to do he 
impossible without an exploratory incision. During Ovariotomies, and by the year 1850, they had per- be 
the first stage when the tumor is small and is con- formed the operation ninety-one times with a mor- ol 
fined to the pelvis one must bear in mind the possi- tality of 36.27 per cent. Al 
bility of a pedunculated fibroid of the uterus, and The mortality of ovariotomy has been reduced at 
extra-uterine pregnancy, a pyosalpinx, or a pelvic from year to year since the first operation. At the ag 
abscess. If seen during the second or third stages, present time the mortality should not exceed two ab 
to three per cent. of all cases. In the Mt. Vernon 

before the Southern Illinois Medical Society, November 8, Hospital, and forty-four 
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oophorectomies have been made without a single 
death. Many of these cases were considered almost 
hopeless at the time of the operation. 


The cases I wish to report are as follow: 


Case I. On November 16, 1904, I was called 
seventeen miles in the country to see Mrs. W., in 
consultation with her family physician. She was a 
married lady, aged 48, and the mother of four chil- 
dren. Her last pregnancy had occurred twelve years 
previously. Since then she had menstruated regu- 
larly but the flow had gradually diminished from 
time to time. Two months previous to my visit she 
had noticed that her abdomen was gradually becom- 
ing very much enlarged. Only a short time before 
had she deemed it necessary to call her family phy- 
sician. We found her propped upright in bed—the 
only position in which she could rest with any de- 
gree of comfort. Her pulse was rapid and her res- 
pirations were hurried and shallow. Her facial 
expression was what has been characterized as 
“facies ovariana.” A physical examination of her 
condition revealed no disease of her heart or en- 
largement of the liver. A urinalysis revealed no dis- 
ease of the kidneys. The abdomen was greatly 
distended, evidently with acetic fluid. But upon 
deep palpation low down on the right side could be 
outlined a tumor. A vaginal examination revealed 
a mass posterior and to the right of the uterus. 


A probable diagnosis of an ovarian tumor was 
made and she was advised to submit to an early 
operation. 


She entered the Mt. Vernon Hospital where, on 
November the 2oth, a laparotomy was made. Upon 
opening the abdomen, several gallons of straw col- 
ored fluid escaped. Peppered all over the perito- 
neum and intestines, could be seen the cauliflower, 
warty excrescences so characteristic of papilloma- 
tous growths. Instead of an ovarian tumor on one 
side we found she had a bilateral multilocular cystic 
papilloma. The tumor on either side was much 
larger than the double fist. Each tumor was found 
to be leaking. The combined weight of the two 
tumors was about six pounds. They were removed 
without difficulty and the abdomen sponged out and 
closed. 

The nature of papillomatous tumors was fully 
expiained to her family and friends and an unfavor- 
able prognosis as to her ultimate recovery was 
given. 

The patient suffered no shock and apparently 
made a rapid recovery. She left the hospital for 
her home on the seventeenth day after the operation. 
She continued, seemingly, in perfect health for about 
two months. During this time she went where she 
pleased and visited relatives all over the country. 
About three months after the operation she called 
at my office and said that she was having trouble 
again. Upon examination, it was evident that her 
abdomen was again filled with fluid. I introduced 
a trocar and drew off about one gallon. Six weeks 
later she was again tapped. After this the tappings 
became more frequent and gave less relief. About 


nine months from the time of the operation she died 
of pressure symptoms evidently caused by the papil- 
lomatous growths which had become implanted in 
the peritoneal cavity. 


Cask Il. On the morning of April 26th, 1904, I 
was called five miles in the country to see Miss K., 
aged 17. | found that she had been confined to the 
bed two or three days. She complained of distress 
in the abomen, was nauseated and had been vomit- 
ing. She said that she had been having trouble with 
her stomach, more or less, for the last six weeks. 
Her pulse was slightly accelerated and she had one 
degree of fever. An examination in the region of 
the gall-bladder and the appendix was negative. The 
most tenderness was found in the median line low 
down in the abdomen. To my surprise, while pal- 
pating in this region | could distinctly outline a 
mass that felt very much like a pregnant uterus at 
about two and one-half or three months term. When 
questioned she said that she had menstruated regu- 
larly and had not missed at any time. When asked 
if she had had an opportunity to become pregnant 
she replied that she did not think so. Just then her 
mother entered the room and I did not have an 
opportunity to question her further along this line. 
I prescribed for her and told the family that she 
would probably be better in a few days, and re- 
quested them to bring her to town as I would like to 
examine her again. 


I had never seen this girl before and knew noth- 
ing of her habits or associates, but from what little 
information I had been able to gain I was very sus- 
picious as to the nature of her trouble. However, 
when the father questioned me as to the diagnosis, I 
frankly told him that I was not positive and that I 
wanted to examine her again the first time she came 
to town. He said that he would bring her in as 
soon as she was able. 

In four or five days the father called at my office 
and reported that she was much better, and that she 
did not think it necessary for me to see her again. 
I still insisted that he bring her in to see me—that 
I was not satisfied as to the nature of her trouble, 
and that I thought it necessary to examine her 
further. 

Ten and one-half months after my first visit, the 
father, mother and daughter called at my office. 
This was the first opportunity I had had to see her 
since my visit of the April before. The mother 
announced that the girl was still having trouble with 
her stomach and she thought that I had better 
examine her again. A physical examination revealed 
the entire abdominal cavity filled with a hard nodu- 
lar mass. The abdomen stood up more prominently 
than that of a pregnancy at full term. I was quite 
pcesitive now that this girl had an ovarian tumor 
and advised an immediate operation. 

She was admitted to the Mt. Vernon Hospital 
and on March the roth, 1905, a laparotomy was 
made. Upon opening the abdomen, the tumor was 
found to be a dermoid cyst of the left ovary. It 
was semi-solid and the contents could not be evacu- 
ated. Consequently, it was necessary to make an 
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incision Jong enough to remove the tumor en masse. 

The incision reached from the pubes almost to the 
tip of the sternum. The tumor had formed attach- 
ments to the omentum and was fed by several large 
bloodvessels from this source. These were ligated 
and severed. The tumor was then lifted out of the 
abdomen and a very small pedicle was ligated and 
severed. The right ovary was then examined and 
found to be normal, hence was not disturbed. The 
wound was then quickly closed. 

This patient, to our surprise, made an excellent 
recovery and left the hospital in three weeks. She 
rapidly took on flesh and in a short time was the 
very picture of health and weighed 150 pounds. At 
the time of the operation she would not have 
weighed to exceed go pounds. The tumor itself 
weighed just 15 pounds. 

She has been married now about two years but 
has never become pregnant although she menstru- 
ates regularly. 


Case III. During the summer of 1905, Mrs. G. 
called at my office. She stated that she was 68 years 
of age and the mother of four children. She had 
ceased to menstruate at the age of 52. 
that she had been troubled with gravel for several 
months and had taken considerable medicine for it, 
none of which did her any good. She now wanted 
me to prescribe for her. 

Not willing to take her diagnosis of gravel, I 
insisted upon an examination, to which she reluc- 
tantly consented. Upon the left side and posterior 
to the uterus, wedged down in the pelvis, a tumor 
the size of a small orange could be outlined. The 
nature and probable course of this tumor was fully 
explained to her and her friends, and reasons given 
why che should submit to an early operation for its 
removal. But she replied that she did not have many 
more years to live at best, and that she would not 
for one moment consider an operation. 

One year later she returned to me and requested 
another examination. At this time, a tumor the 
size of a child’s head could be easily outlined, lying 
in the abdomen, !ow down on the left side. Al- 
though she had become much emaciated and her 
physical condition poor compared to what it had 
been previously, she was again advised to submit to 
an operation. 

She entered the Mt. Vernon Hospital, and on July 
the 7th, 1905, a laparotomy was made. A large 
cystic tumor was found and the contents evacuated. 
Upon attempting to extract the sac, some difficulty 
was encountered. Passing my finger down along- 
side the sac I found it attached to a second cvst 
which was wedged deep down in the pelvis behind 
the uterus and in front of the rectum. It was re- 
moved with considerable difficulty. It was an almost 
solid tumor and had all the appearance of a papil- 
loma. 

The patient made an uneventful recovery and left 
for her home on the eighteenth day. She has re- 
gained her former health, does her own work, and so 
far there has been no indication that she is suffering 
from papillomatous growths. 


She stated, 


SOME CASES OF KIDNEY AND URETERAL 
STONE.* 


GEoRGE KNOWLES SWINBURNE, M.D., 
NEW YORK CITY. 


It has seemed to me that the cases here to be re- 
lated might be of some interest. There are five 
cases in all. 

Case I. Oxalate of lime stone in the kidney, is 
that of W. B., a tailor, about 33 years old, who came 
to the dispensary in 1901. For some two years he 
had been suffering from almost constant pain in the 
right side and back, and had lost considerable 
strength. Previous to his illness he had been unusu- 
ally strong, but now he could not do his work as 
he used to. His urine had become cloudy and he 
had frequency of urination. He used to get up once 
at night to urinate. He had had gonorrhea about 
ten years before and did not think he had ever com- 
pletely recovered from it. On examination he was 
found to have a chronic protatitis with considerable 
enlargement. The urine was cloudy and purulent. 
He was treated at first by massage of the prostate 
and bladder irrigation and the internal administra- 
tion of urinary antiseptics. Several times his urine 
was examined for microorganisms, but none were 
found. He was well nourished. His digestion was 
not good, and he suffered from constipation. He 
<ontinued to come to the dispensary off and on for 
two years. Except for some improvement in the 
condition of the prostate his condition remained un- 
changed. I made several cystoscopic examinations, 
but found nothing unusual. There never was any 
blood in his urine. I always felt that there was a stone 
in the right kidney, but the patient’s condition was 
fair, and while I hoped that some day I should come 
to know what his trouble really was, I believed that 
surgical interference without more definite symp- 
toms was out of the question. To-day I have no doubt 
whatever that in his case double catheterization of 
the ureters would at least have shown that the right 
side only was affected and also shown a healthy left 
kidney. The Harris instrument for separation of the 
urines was tried three times and proved a failure, 
both receptacles showing the same cloudiness of 
urine. At that time I did not possess a double cath- 
eterizing cystoscope. The x-ray was not used in 
his case. He finally contracted a fresh attack of 
gonorrhea, for which he had to be treated and which 
set up quite a violent attack of posterior urethritis. 
When he recovered from this, I referred him to Dr. 
G. E. Brewer at the Roosevelt Hospital. 
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He entered the hospital in 1903. There the x- 
ray revealed nothing. Nevertheless Dr. Brewer 
operated, opening the right kidney. It was one of 
those cases in which an unfortunate hemorrhage 
follows splitting of the kidney. In this instance it 


he came to me with attacks of oxaluria, during 
which examination of the urine showed immense 
numbers of oxalate of lime crystals. A calomel 
purge, followed by dilute nitro-hydrochloric acid 
always cleared up those attacks, but the urine al- 


Plate I—Case 2. Stone in the Lower End of the Right Ureter. 


was checked with considerable difficulty, and it was 
only after long search that a small irregular calculus 
of oxalate of lime was found in the extreme upper 
pole of the kidney, and removed. After recovery 
from the operation the urine cleared up completely 
and the patient’s strength returned, but several times 


ways remained clear. I lost sight of this patient 
about two years ago. 

Case II. Stone in the lower part of the right ure- 
ter. H.S., about 35 years old, a barber, was brought 
to me in 1902 by one of my assistants, Dr. Weiss- 
man, for a cystoscopic examination. For eighteen 
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years. he had suffered from neuralgia of the right 
testicle and infrequent attacks of what seemed to be 
renal colic, but this latter symptom was not brought 
out: by me, nor mentioned to me at the first exam- 
ination. He never passed any stone. He was never 
able to keep any position permanently on account of 
his suffering. The urine was sparkingly clear. He 
had never had any venereal disease. A cystoscopic 
examination showed a perfectly normal bladder. The 
mouths of both ureters were perfectly normal in 
appearance. No catheter was passed for the reason 
that I did not believe at the time of that examination 
that there was anything to search for above the blad- 
der. Through the urethroscope the posterior 
urethra appeared somewhat congested. The patient 
showed a slight nodule in the epididymis on the 
right side, which he said a surgeon in Philadelphia 
had offered to remove, but he had refused to have it 
done. The man came to the dispensary for about 
three weeks, during which time the urine was per- 
fectly clear. He then disappeared. He returned 
three months later, with a very purulent urine and 
frequency of urination, and was in a much worse 
condition than before. He said he had been going to: 
another dispensary, where sounds were passed into 
the bladder. They were very painful and his urine 
had become cloudy. I heard of him next a year 
later. He was at the City Hospital about to under- 
go an operation for stone in the kidney. The fol- 
lowing fall he returned to the dispensary ; his con- 
dition was about as it had been before. No stone 
had been found on operation. I again tried to effect 
some improvement in his condition, when he came 
one day with a distinct attack of renal colic of mild 
grade, and I sent him at once to Roosevelt Hospital 
to enter Dr. Brewer's service. I had made no cysto- 
scopic examination since the first one, but.an exam- 
ination at the hospital by Dr. Walter C. Klotz, 
showed marked involvement of the mouth of the 
right ureter, with pus issuing from it; the left ori- 
fice was normal. The x-ray picture taken by Dr. 
L. G. Cole (plate 1), shows beautifully a calculus 
situated in the lower portion of the right ureter. It 
was removed extraperitoneally, I believe, by Dr. 
Brewer, and proved to be a large oxalate of lime 
stone. 

My belief has been that after the bladder had 
been infected by the injudicious passage of sounds, 
there was an ascending infection in the right ureter 
and that that portion of the ureter below the stone 
(-vhich had been in the one position during the en- 
tire time) had borne the brunt of the infection, and 
thus presented, at the time of his entrance into the 
hospital, a different cystoscopic picture from that 


which | had seen at the beginning. Since the oper- 
ation, two and one-half years ago, the patient has 
completely recovered, has a clear urine and is able 
to do his work; but he has had attacks which, I be- 
lieve, are due to oxaluria. 

Case III. Stone in the kidney, as shown by x- 
ray. M. G., 46 years old, an Austrian, was brought 
to me by Dr. W..N. Berkeley, in the summer of 
1905. For thirteen years he had suffered from re- 
peated attacks of renal colic, from pain in the left 
side. The patient talked so fast and excitedly that 
it was impossible to get a clear history from him. 
He readily submitted to cystoscopic examination. 
The bladder was normal, the urine of low specific 
gravity, but clear. Dr. Cole made an x-ray picture 
for me. The negative showed, it seemed to me, a 
clearer ontlined shadow than does the print (plate 
2). The moment I suggested operation, the patient 
disappeared. I have seen him once since and tried 
to persuade him at least to have another skiagram 
taken, but he declared he no longer had any pain. 

Case IV. Renal calculus as shown by x-ray. W., 
23 years old, plainly shows a calculus in the skia- 
gram, made for me by Dr. Cole (plate 3). This 
patient, after recovery from a gonorrhea, had cloudy 
urine and complained of pain in the back and right 
side low down. He was a patient at the dispensary 
during the summer of 1905. At that time his pros- 
tate and deep urethra needed treatment and I 
thought that, when they were better, his pain would 
go. When he was nearly well, he left the dispensary 
while I was on a vacation, and went'to see Dr. E. L. 
Keyes, Jr.; he returned in the winter to the dispen- 
sary saying that Dr. Keyes had had a skiagram 
made and that it showed a stone in the kidney. He 
absolutely refused operation, saying that he had no 
more pain. I saw this patient about a month ago; 
he said his health was good and that he never had 
any pain. I believe, however, that unless an opera- 
tion is done he runs the risk of destruction of the 
kidney on that side. 

Case V. W. P., a lawyer, about thirty years old, 
was referred to me by Dr. George Elliott, on Au- 
gust 18, 1902. He was suffering from great fre- 
quency of urination both day and night; recently he 
had been getting up as often as twenty-two times. 
He had lost some weight, had some pain on urina- 
tion, had pain on the right side sometimes, and 
pain running down the back of the thigh. There 
was blood in the urine, which was very cloudy. In 
the summer of 1898, while in the Adirondacks, he 
had one night an attack resembling renal colic, ac- 
companied by high temperature. After the attack 
passed off, he felt as well as ever, but in the next 
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three years had two or three similar attacks. He 
does not know when the urine becomes cloudy, but 
he often: complained of vague pain in the right side 
of the back and also of pain resembling sciatica. 
These pains became worse during the five months 
before coming to me, and it was only at this time 
that he noticed the frequency of urination. The 
prostate was enlarged and apparently nodular, and 
both epididymes were thickened. After a few treat- 
ments consisting of bladder washings with a silver 


but bacilli were never found. In September, x-ray 
pictures were twice made by Dr. A. B. Johnson, 
but were negative. Under treatment the patient 
steadily gained in weight and strength, and the. 
bladder increased in capacity from two ounces to 
four and a half ounces, and once, about a year later, 
reached six ounces. The bleeding ceased, the urine. 
became less cloudy, the prostate gradually ap- 
proached normal. The patient noticed, however, that 
in driving over a rough road, especially once in Sep- 


Plate 1I—Case 3. Stone in the Left Kidney. 


selution, and solution left in the bladder, the fre- 
quency diminished markedly. He was urinating 
only every one and a haif to two hours during the 
day and four to eight times at night. The urine, 
however, continued cloudy, and frequently there 
were a few drops of blood at the end of the urina- 
tion. There was a history of tuberculosis—the 
father and one brother had died of tuberculosis re- 
cently—and fearing that this might be a case of 
renal tuberculosis, inoculations were made in guinea- 
pigs for me by Dr. Buxton, at Cornell University. 
Repeated examinations were also made of the urine, 


tember, 1903, while riding in the busses in London., 
there was some blood in the urine. Cystoscopy under 
cocain anesthesia was attempted several times, but 
was negative, although extremely unsatisfactory. 
As long as the patient continued to improve in gen- 
eral health I waited to see how far this improve- 
ment would go. During 1904 the bladder capacity 
remained between three and four and a half ounces, 
and an attempt was made to improve this by filling 
the bladder with a weak warm silver solution and 
having him hold it in the bladder as long as possible. 
At first he seemed to gain and then he would fall 
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back, and treatment was interrupted. He was told 
that it was necessary to make a more thorough cys- 
toscopic examination under ether anesthesia. This 
he postponed indefinitely, but meantime the urine 
cleared completely. In April, 1905, he had, one 
night, an attack of severe pain in the right side 
running down the course of the ureter into the right 
testicle. The pain lasted several hours and grad- 
ually subsided, and the following day he was as 
well as before. The attack exactly resembled one 


normal, the left ureteral orifice was normal and 
readily admitted a catheter. The right ureteral 
orifice was found contracted on the face of a projec- 
tion, as if it were pushed forward, there being a sac 
or pocket to the inner lower side formed by the 
projecting bladder wall with the intramural portion 
of the ureter. The catheter tip could be made to 
impinge at what appeared to be the orifice, but it 
would slide off when it was pushed forward. The 
appearance could only be explained by a ureteral 


Pilate I1I—Case 4. Stone in the Right Kidney. 


of renal colic, and the urine passed during the attack 
was of a milky whiteness. This, on examination, 
proved to be pure urates. At this time he was again 
subjected to an x-ray examination by Dr. Cole with 
negative results. From that time the bladder capac- 
ity varied between two and three ounces. 

In February, 1906, he agreed to enter the hospital 
for a cystoscopic examination, and I asked Dr. F. 
Tilden Brown to see him with me. This examina- 
tion was made by Dr. Brown under complete anes- 
thesia, and lasted nearly two hours. The bladder 
held only two ounces. The mucous membrane was 


stone lodged in the lower end of the ureter, and this 
we thought was the true explanation, though Dr. 
Brown also thought that marked stenosis of the ure- 
ter might produce this condition. 

Dr. Osgood took several x-ray photographs. No 
distinct shadow could be made out, but three small 
shadows were found in the region of the left ureter. 
A skiagram by Dr. Caldwell showed the same 
thing. The patient then entered the Presbyterian 
Hospital with the idea of clearing up the doubt 
which the shadows on the left side produced, pre- 
liminary to an exploratory operation, and under 
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ether a stiletted catheter was passed into the left 
ureter, and a skiagram taken which showed that the 
shadows lay outside of the course of the ureter 
{plate 4). 

In April he again entered the Presbyterian Hos- 
pital for an exploratory suprapubic cystotomy. The 
operation, an unusually difficult one, was performed 
by Dr. Brown. There was considerable abdominal 
fat; the bladder was contracted and its walls very 


ner side of the ureteral orifice was fully an inch 
deep, running under the ureter as it passed through 
the wall, but instead of following the ureter above, 
a thick cicatricial band could be felt, curving up- 
wards and inwards, and due to inflammatory infil- 
tration probably or to continuous muscular spasm 
at a previous time. As it seemed impossible to ac- 
complish anything more, the wound was closed, 
leaving a suprapubic tube in place for drainage and 


Plate IV—Case 5. Skiagraph of a Stiletted Catheter to Show That the Smal! Shadows in the Region of the Left Ureter Were 
Not Stones in That Canal. 


thick, and it lay behind the symphysis. After it 
was opened and illuminated, the conditions were 
found exactly as in the cystoscopic examination, 
but no calculus could be found. The ureteral mouth 
was so contracted by a cicatrix that nothing could 
be made to enter. As soon as a fine probe was made 
to impinge at the orifice, the bladder wall would 
yield. The urine could be seen welling up from the 
orifice. Palpation revealed nothing, but these fur- 
ther facts were brought out: The pouch to the in- 


also a catheter through the urethra. The patient 
made a good recovery and left the hospital in three 
weeks. The wound has completely closed and three 
months later he had a capacity of an ounce and a 
half. 

Not having seen the patient for a year, I called 
him up on the telephone. He then told me his blad- 
der capacity was now four to four and a half ounces, 
the urine clear, and he had been accepted for life 
insurance, although he had given to the company his 
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past history. He has been taking exercise regu- 
larly. He gets up only once or twice at night, sel- 
dom more. During the day the intervals are about 
three hours, and he is able to do his work comfort- 
ably and go into society, a thing he had seldom 
done in the past few years. He has had no treat- 
ment during the past year. I must confess that this 
case is a great puzzle, and after the operation I cer- 
tainly did not expect to see the amount of improve- 
ment that has taken place. He certainly stil! has the 
contracted ureteral orifice which may give rise to 
future trouble, with incident damage to the corre- 
sponding kidney. 


APPENDICITIS. VENTRAL HERNIA. OLD 
DISLOCATION OF THE SHOULDER. 
TUBERCULOUS ADENITIS OF THE 
NECK. A CLINICAL LECTURE.* 


Rorert Morris, M.D., 


Professor of Surgery in the New York Post-Graduate 
Medical School and Hospital. 


Case I. Appendicitis. This man has had a num- 
ber of attacks of appendicitis during the past three 
years and was in bed for two weeks with the first 
attack; subsequent attacks have been less severe. 
He has just recovered from a mild attack. When 
we have a succession of mild attacks in this way, 
following a more severe attack at the outset, we 
can count upon having a mucous occlusion to deal 
with. There is a stenosis at some point in the 
lumen of the appendix and there is more or less 
occlusion, sometimes to the point of total occlusion, 
but leaving a space for mucous occlusion. 

There are other conditions simulating repeated 
attacks of appendicitis which have to be ruled out. 
For instance, symptoms which accompany loose 
kidney with renal calculi, with bile tract adhesions, 
and with several other less common causes; but 
there is one diagnostic point of great consequence 
in cases in which the appendix does not happen to 
be acutely inflamed at the time of our examination. 
This point is at the right lumbar plexus situated 
about one and one-half inches from the navel on a 
line toward the anterior superior spine of the 
ileum. McBurney’s point is situated about one and 
one-half inches from the anterior superior spine of 
the ilium under the same line. His point is at the 
extad extremity of the line, while my point is at the 
intad extremity of the line. McBurney’s point is 


* Delivered at the N. Y. Post-Graduate Medical School, November 
8, 1907. Notes dictated to stenographer for the AMERICAN JOURNAL 
or Surcery, by Prof. Morris. 


of definite consequence during the course of inflam- 
matory processes in the appendix and depends upon 
tenderness of the appendix structures proper. My 
peint is of consequence at times when there is little 
or no acute inflammatory disturbance of the appen- 
dix proper, but when the irritated nerves of the 
appendix cause persistent hypersensitiveness of the 
right lumbar ganglion. My point is of consequence 
when a differential diagnosis is to be made, for 
instance, between normal involution of the appendix 
and some irritation proceeding from a pelvic struc- 
ture. If the irritation proceeds from the appendix 
the right lumbar plexus alone is hypersensitive on. 
deep pressure. If the irritation proceeds from some 
pelvic structure, both right and left lumbar plexuses 
are equally sensitive. These signs may be of value 
in making a diagnosis in many obscure cases. 

This patient had a hypersensitive right lumbar 
plexus when I examined him on Saturday last, but 
the abdominal muscles were a bit too tense for accu- 


rate palpation of the appendix. Now that the patient 


is anesthetized we can palpate accurately. I palpate 
the appendix by carrying the fingers flat under the 
right rectus muscle at a point above the navel, and 
then drawing them toward me, I feel the ascending 
colon slip up from beneath the fingers. Following. 
down to the cecum | begin “listening” with the 
ends of the fingers for the appendix. If it is not 
felt at once, keep the fingers near the site of the 
appendix and with the left hand placed upon the 
left side of the patient’s abdomen, press the viscera 
in such a way that the cecum and the appendix slide 
back and forth beneath the “listening fingers.”’ That 
allows of using a very nice sense of touch. I now 
feel the appendix and will measure it and determine. 
its character before operating. The first inch at the 
pelvic brim feels harder than normal but of about 
normal diameter. The second inch has very much 
the same feel, while the third “inch” is a short one. 
This appendix is about two and three-quarter inches 
in length. I judge from the feel that the lymphoid 
and mucous coats have undergone connective tissue- 
changes and that it is not a mucous occlusion case 
after all, but rather a case in which the sensitive 
nerve filaments are irritated by contracting hyper- 
plastic connective tissue. We shall now operate. 
With scissors | make an incision about one and 
one-half inch long through the skin and fat, then 
through the external oblique aponeurosis in the 
same line, then I stab the internal oblique and trans- 
versalis muscles with the closed scissors and open 
them in situ. This clears the way down to the 
transversalis fascia. The transversalis fascia and 
peritoneum are now stabbed with the scissors which 
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‘are again opened in situ and this takes us into the 
peritoneal cavity. The operation so far has required 
about thirty seconds. I find a small area of omen- 
‘tum adherent to the appendix, which is free for the 
‘most part; it is adherent by its tip to the parietal 
peritoneum. The appendix is now turned out and 
is ligated just like an artery. The appendix is 
grasped one and one-quarter inches from the liga- 
ture with a pair of artery forceps. It is divided be- 
tween the ligature and forceps, and this pair of 
‘scissors is now put aside as they are infected with 
the contents of the lumen. A drop of pure carbolic 
acid is now carried to the exposed lumen near the 
ligature and.near the forceps and as soon as the 
touched structures turn white the carbolic acid is 
‘neutralized with alcohol and the alcohol flushed 
-away with a little salt solution. The meso-appendix 
is next ligated with simple catgut and the stump is 
-dropped back into the abdominal cavity. 

In making closure of the abdominal wound the 
peritoneum is first united, then we take great care 
to bring together the margins of the transversalis 
and internal oblique muscles, then the internal 
oblique muscles, and the suture is tied; a subcuti- 
-cular suture is applied and tied. The operation has 
required six and a half minutes of time from start 
to finish and has been done without hurry, and I 
have stopped to describe points during this time. 

It is of great advantage to the patient if we are 
‘expeditious in operative work because it allows a 
‘patient to retain his normal resistance to infection 
.and repair begins more rapidly. Let me state in this 
‘connection, that the patient upon whom we oper- 
ated at the last clinic, with gangrenous appendix, 
pus and peritonitis, has made the sort of recovery 
‘that we predicted. That operation required only 
three and a half minutes because I did not stop to 
do any suturing. A part of the gangrenous appen- 
ix and a large concretion were turned out through 
the incision and the fetid pus in the cavity was left 
in the wound, and I undoubtedly spread over the 
normal peritoneum much pus at the time of opera- 
tion. A small wick drain was inserted to act by 
capiliarity. Our prediction was that the patient 
would be reading in bed next day and feeling very 
comfortable, and such has been the case. There is 
no class of cases that makes a quicker and more sat- 
isfactory response to surgical treatment than appen- 
dix cases with gangrene, pus and peritonitis, pro- 
vided we do not damage these patients ourselves by 
following the ideal technic that has developed dur- 
ing the later days of the pathologic stage of surgery. 

Surgery was first heroic, then anatomic, then 
pathologic, and we are just now in the fourth 


stage in the history of surgery, that of physiologic 
surgery. By that I ‘mean we allow the patient to 
manage the infection himself by means of his opso- 
nins and phagocytes, and our operation consists 
simply in turning the tide of battle between these 
elements and the bacteria. It is the new principle 
but it is to become the dominant one. 


Case II. Ventral Hernia. This patient was sent 
in with a question as to the diagnosis. It was 
thought that he might have cancer of the stomach, 
or that he might be suffering from gall-stones, or 
from ulcer of the stomach, or from malignant dis- 
ease in some part of the upper abdominal region. 
The patient has suffered from constant vomiting. 
He looks cachectic and is very feeble. I find a 
small ventral hernia one-half way between the um- 
bilicus and the sternum. Hernias of this sort are apt 
to be due to some congenital defect—a small local 
diastasis of the muscles; and a small hernia at this 
site may excite the sympathetic ganglia of the upper 
abdomen in such a way as to produce all the dis- 
tress which this patient has suffered. I have not 
been able on examination to prove that he had any 
malignant disease or gall-stones, but it might be a 
gall-spider case, a case of the sort of which I have 
said so much during the past two years, and in 
which we have cobwebs in the attic of the abdomen. 
Almost all of us have these cobwebs in the attic of 
the abdomen due to cholecystitis, in some degree or 
another, at some time during our lives. These at- 
tacks of cholecystitis are due to the colon bacillus 
passing from the bowel to the liver by the afferent 
vessels of the portal system. Some of them pass 
through the liver still alive and on the way to it 
cause various catarrhs of the bile tract. These 
catarrhal infections are followed by plastic exuda- 
tion upon the endothelial site and result in the 
formation of adhesions. Perhaps most persons 
with such adhesions never know that they have 
them. Others have symptoms which are variously 
diagnosticated as chronic gastritis, malarial hepati- 
tis, neuralgia of the stomach, gall-stones, gastro- 
enteritis, and in fact, by about as many kinds of 
names as we usually give appendix symptoms. — 

We may or may not have cobwebs in the attic of 
this abdomen causing the symptoms, and we can 
only say that the presence of the ventral hernia is 
sufficient to account for the symptoms. I expose 
the site of the hernia, trim away the sac and some 
long omental tips, and close the incision by uniting 
the posterior sheath and the rectus muscle first and 
the anterior sheaths next. But incidentally I ob- 
served very extensive adhesions in the region of 
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the gall-bladder, so I shall make another oblique 
incision along the margin of the ribs in such a way 
as to expose the site of the gall-bladder freely. The 
gall-bladder, duodenum and hepatic flexure of the 
colon are all firmly enmeshed in old dense adhesions. 
It is now my belief that the ventral hernia was not 
the cause for this patient’s suffering, but that the 
vomiting caused by the bile tract adhesions resulted 
in the formation of the hernia. The adhesions are 
all separated and the gall-bladder is treated just as 
I treated the appendix, excepting that I use a fine 
strand of kangaroo tendon for ligating the cystic 
duct instead of simple catgut, the former being 
more durable ligature material. A sheath of Car- 
gile membrane is now spread over the large area 
of separated adhesions to prevent their recurrence ; 
a small wick drain is passed into Morrison’s pouch 
to provide for drainage of blood oozing from the 
adhesion. area; and the wound is sutured carefully 
in layers, leaving just room for the drain. 

This operation has required an unusual length of 
time for we expended seventeen minutes on the 
hernia part of the case and seventeen minutes on 
the gall-bladder part of the case. 

Twenty years ago we sometimes based our decis- 
ion as to whether we would operate or not in a case 
of appendicitis, upon the question of the probability 
of the appendix containing something. To-day we 
stand in gall-bladder surgery just where we stood 
twenty years ago with the appendix, and the ques- 
tion as to whether we shall operate depends upon 
whether we believe the gall-bladder to contain stones 
or not. Now, as a matter of fact, it makes no differ- 
ence whether or not we have a concretion in the 
appendix or in the gall-bladder. The biggest thing 
that ever gets into either structure is the bacterium 
and it is for this that we operate. The presence of 
gall-stones is merely incidental. We operate be- 
cause the patient has chronic infective cholecystitis. 
If gall-stones happen to be present take them out 
after the gall-bladder has been thrown into the spe- 
cimen dish and after we are all through with the 
operation. The time to determine whether or not a 
gall-bladder contains gall-stones is when we are 
entirely through with the operation. The gall- 
bladder is a useless structure. It is like the appendix 
and the wisdom tooth, merely a remnant. It is 
absent in the deer family and is absent in patients 
who have destructive cholecystitis and absent in 
patients for whom I have operated for its removal, 
and none of these animals or patients minus the gall- 
bladder knew the difference. ; 


Case III. Old Dislocation of the Shoulder. This 
patient had a subcoracoid dislocation of the left 


shoulder joint two weeks ago, which has never been 
reduced. The patient has been prepared for epera- 
tion when we try to reduce this dislocation after the 
torn structures have been united. It is important to 
be ready for operation because we may damage 
adherent bloodvessels or nerves if violent attempts 
at reduction are necessary. The arm has been car- 
ried through the range of the Kocher method for 
reduction of dislocation, without success; the x-ray 
shows that we have in this case a fracture of the 
greater tuberosity of the humerus to which are 
attached the superior and inferior spinati and the 
teres minor muscles. I now make a long incision 
down through the deltoid muscle to the long head 
of the biceps, opening the capsule. I find a good 
deal of fibrous material adherent and probably 
enough to have interfered with reduction by the 
Kocher method. Reduction is attempted by placing 
a fillet beneath the axilla and over the shoulder, 
passing another one about the arm, and having my 
two powerful assistants make reduction while the 
head of the humerus is guided into the glenoid 
cavity. There is marked tendency for the disloca- 
tion to recur, but we find that that is prevented by 
carrying the arm obliquely across the chest; so I 
shall use the chest for a splint an dfasten the arm in 
this position, taking care to have absorbent gauze 
beneath the opposing skin surfaces in order to pre- 
vent maceration of the epithelium. The incision 
wound is closed and we shall not begin passive 
motion or attempt to do much with the arm until 
three weeks have elapsed. 


Case IV. Tuberculous Glands of the Neck. In 
many cases of tuberculous glands of the neck we 
can bring about a cure very rapidly by injecting 
each gland separately with one or two minims of 
iodoform and sweet oil (7 per cent. solution). If 
the injection is painful we may inject a drop of 
cocain into the gland in advance of the iodoform 
injection. By injecting a few glands at a time in this 
way at a number of sittings, we can very often bring 
the tuberculosis to a halt temporarily, and then go 
on with our forms of treatment to increase the 
patient’s general resistance; forced nutrition, change 
of climate and of altitude in various familiar ways. 
We can wipe out many cases of tuberculosis of 
glands of the neck in this way, but this little patient 
is so situated that it will be impossible to carry out 
our best treatment, and as such large groups of 
glands are infected we shall dissect them out. The 
result in the end is not likely to be so satisfactory 
as the iodoform treatment, but it is the best thing 
we can do for this particular patient. 
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RESTORATION BY PRIMARY OPERATION 
OF A NOSE MUTILATED BY A HORSE 
KICK; SUPPORT OF DEPRESSED 
SEPTUM BY SUSPENSORY SU- 
TURE: A CASE REPORT. 

Wa tter M. Brickner, M.D., 

Chief of Surgical Dep’t, Mt. Sinai Hospital Dispensary, 
NEW YORK. 


‘H. K., aged 14, appeared at my department in the 
Mt. Sinai Hospital Dispensary, on May 29, 1907. 
An hour or less before, he had been kicked in the 
nose by a horse. His nose was flattened and more 
or less twisted, and he was bleeding freely from a 


Figure 1. Sketch Showing Extent of Skin Wound. No Attempt to 
Show the Deformity of the Nose. 


very extensive wound. It was not at the time ex- 
pedient to photograph the boy’s injury, but the ac- 
companying sketch will indicate the extent of the 
external laceration. (Figure 1.) On the left side it 
stretched almost the entire length of the nose, and 
from this large wound there branched lacerations, 
less long but also through the entire skin thickness. 

The nose was washed thoroughly, externally and 
internally, and the bleeding stopped by temporary 
tamponade. The wound was then held open with 
retractors to permit a survey of the injury, which 
was found to be the following: The septal cartilage 
was fractured, depressed, and turned into the left 
naris. A piece of each nasal bone, about 0.5 cm. 
long, was fractured off completely, and these frag- 
ments were found lying loose in the left naris. The 
wound on the left side was found to extend, through 
the greater part of its length, through the (upper) 
lateral cartilage and the mucous membrane, thus 


constituting a free opening into the left naris’ fully 
3 cm. in length. In addition to this fracture there 
branched from it, through the cartilage, a second 
fissure a little less than 1 cm. in length. The wound 
on the right side also extended through the corre- 
sponding (upper) lateral cartilage, but not through 
the mucous membrane; thus, the right naris did not 
communicate externally, except, indirectly, through 
the fractured septum. 

A solution of cocain and adrenalin was applied ex- 
ternally and internally, and hypodermatically, and 
the following operation was undertaken: Small 
spicules projecting from the fractured nasal bones, 
and denuded of periosteum, were trimmed off. The 


Figure 2. A Few Days After Operation. 


depressed septal cartilage was lifted up, and 
straightened in its proper position. Then it was 
transfixed, near the line of fracture, by a fairly 
stout silk suture, which traversed each naris and 
was brought out through the skin on each side, the 
ends of the suture being left very long. The torn 
mucosa on the left side of the nose was sutured 
with fine catgut, leaving an opening for drainage. 
The fragments of the lateral cartilages, on both 
sides, were reunited completely with running sutures 
of fine chromicized catgut. Then the long, irregu- 
lar skin wound was closed completely, and with as 
much precision as possible, by a subcuticular suture 
of silk. I depended thus entirely upon internal 
drainage, although I feared that this close external 
suture might have to be taken out early. A Simp- 
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son splint, covered with perforated gutta-percha, 
‘was inserted as a support in the left naris. Gauze 
was laid over the nose, and over this was placed, on 
‘each side, a splint of wood, perforated opposite the 
level of the suture passed through the septum. 
Through the gauze and the wood splints the ends 
of the suture were drawn, and tied firmly over the 
nose, thus to support the septum in its proper po- 
sition. The dressing was held by adhesive strips. 
At the first change of dressing, two days later, 
the nose was found slightly swollen, but otherwise 
satisfactory. The Simpson splint was replaced by 
‘a fresh one, after cleansing the nares. At the sec- 
ond dressing, three days later, the swelling was 


bigure About Ten Days After Operation. 


much reduced and the wound found very clean. The 
Simpson splint was then abandoned. The appear- 
ance of the boy’s nose at that time is shown in the 
first photograph. On the seventh day the skin 
wound was found healed throughout per primam, 
and the subcuticular stitch and the septal supporting 
stitch were withdrawn. The sutured portion of the 
mucous membrane was also found closed. By the 
tenth day the swelling of the nose had disappeared, 
and the organ was quite straight, and of excellent 
conformation. There was a slight, almost incon- 
spicuous depression of the bridge from the loss of 
fragments of the nasal bones. 

Two weeks later the nose presented a very satis- 
factory appearance. Externally, it was quite sym- 
metrical and the irregular scar was fading. In- 


ternally, the mucous membrane was everywhere 
healed, and the septum was quite straight. The 


Figure 4. The Same as Figure 3. Profile. Note the Slight Depres- 
Sie of the Bridge from the Loss of Some of the Nasal Bones. 


cartilages were apparently solidly healed. To fill 
in the very slight depression of the bridge, I in- 
jected at that time a couple of drops of semi-solid 
paraffin, The final photograph, taken about a week 


Fig. 5. Final Result. 
after the injection, shows the extremely gratifying 
ultimate result. 
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THE TUBERCULO-OPHTHALMIC REAC- 
TION OF CALMETTE. 


The hypodermatic injection of Koch’s tuberculin 
is acknowledged to be the most certain method at 
our command for the diagnosis of tuberculosis. Its 
clinical application has never become general, how- 
ever, and for two reasons; first, because of an inde- 
finite suspicion that it is not entirely harmless, 
despite the plentiful assurances of reliable investiga- 
tors, Trudeau for example, and second, because a 
positive reaction following its administration is con- 
fining enough to be almost comparable to the ad- 
ministration of an anesthetic. During the present 
year, modifications of the test have been introduced 
which, if their value if sufficiently corroborated, will 
minimize these considerations to an insignificant 
degree. 

To von Pirquet, a pediatrist, belongs the credit of 
being the pioneer in this new line of research. On 
May 8, 1907, before the Berliner Klinische Gesell- 
schaft he announced the results obtained by the 
common method of vaccination by a 25 per cent. 
solution of tuberculin into the arms of children. 
He found that in tuberculous children a typical 
papule appears within twenty-four hours, while in 
the non-tuberculous no reaction appears. For un- 
explained reasons, however, the reaction was found 


to be of value in children of two years or under. 
At the same meeting Wolff-Eisner showed that a 
weak solution of tuberculin in the eye would produce 
a conjunctivitis in tuberculous people, owing to the 
severity of the reaction (he used a 10 per cent. solu- 
tion), the test was not regarded as of profound 
clinical value until Calmette (Presse Medicale, 1897, 
No. 49) announced a definite method of diagnosis 
dependent on the introduction of 1 per cent. tubercu- 
lin solution into the conjunctival sac. In his first 
communication twenty-five cases were reported, in 
his second, published within a month or two, 200 
more were added. The reaction consists in a redden- 
ing of the conjunctiva, and lacrimation, appearing 
within six to twenty-four hours after the installation 
of the solution, and lasting from two to four days. 
The solution employed was made by precipitating 
the old Koch tuberculin with 90 per cent. alcohol; 
the precipitate was washed and dried and from the 
powder a I per cent. watery solution was made 
Calmette claimed that all cases of tuberculosis ‘re- 
acted while healthy individuals did not. 

Although the method is but a little more than 
half a year old considerable testimony has already 
been adduced to show that the ophthalmic reaction 
is of great value. Comby of Paris (Presse Medicale, 
November 20, 1907) reported his observations in 
300 cases. He found that nearly all cases of active 
and suspected tuberculosis gave positive reactions, 
while in presumably sound children there was no 
result whatever. Cohn (Berliner Klinische WW ochen- 
schrift, November 25th, reports 310 cases. He ar- 
rives at the conclusion that while a positive reaction 
renders the diagnosis highly probable, a negative 
reaction does not absolutely exclude tuberculosis. 
Boyd (Scottish Medical Journal, December 19, 
1907), Austin and Greenbaum (Lancet, November 
23, 1907), Hutchings (Therapeutic Gazette, Decem- 
ber 15, 1907) and Baldwin (Journal of the Amer- 
ican Medical Association; December 14, 1907), have 
reported additional cases with similar results and 
conclusions. 

The most critical observations that have thus far 
appeared, are those made by Baldwin at Saranac 
Lake. He finds that of 45 positive cases of tuber- 
culosis, 42 gave positive reactions, one was doubtful 
and two were negative. Of the latter, one was an 
active miliary tuberculosis and one was being treated 
by injections of tuberculin. The negative reaction 
in the case of miliary tuberculosis is explained by 
the earlier observation that sometimes even the 
severest types of tuberculosis fail to react to hypo- 
dermatic injections of tuberculin. Of 21 apparently 
healthy persons two reacted. In these two cases 


| 
CS 
if 
| 
| 
4 
i 


26 AMERICAN 
JOURNAL OF SURGERY. 


EpITroRIALS—SURGICAL SUGGESTIONS. 


January, 1908. 


there may have been latent foci that had long since 
healed. Baldwin believes that a I per cent. watery 
solution of tuberculin is too strong and might give 
a reaction when a half or two-thirds per cent. will 
not. At present, therefore, he uses the weaker solu- 
tion. 

Thus far no discordant note has been uttered in 
regard to the value or the harmlessness of the new 
diagnostic method. It is true that, in a very few in- 
stances, a rather severe conjunctivitis has been set 
up, which, however, disappeared in a short time. In 

these instances, the severity of the reaction was 
probably due to too strong solutions. The method 
presents, thus far, only one contraindication, namely, 
disease of the cornea or conjunctiva. 

Before an estimate of this method can be defi- 
nitely gauged, the value of negative reactions par- 
ticularly, must be cleared up. This can be de- 
termined in one way only, viz., by post-mortem 
comparisons. The few autopsies that have been 
done thus far, in cases that afforded negative reac- 
tions, have failed to substantiate any misgivings on 
that score, Another important detail that requires 
further elucidation is the effect of latent foci of 
tuberculosis upon the reaction. Indeed it already 
appears to us, from a study of the literature and 
our own rather limited experience, that the test, as a 
clinical measure, suffers from the fact that it is, per- 
haps, too delicate. 

It is unnecessary for us to dilate on the impor- 
tance of this new diagnostic method. It is mani- 
festly of equal importance to the surgeon, and to the 
physician. Should continued observations of Cal- 
mette’s reaction confirm the results that we have 
outlined, it will open one important field for the sur- 
geon in which the old injection method was not 
applicable, namely, that of differential diagnosis in 
ambulatory and especially in dispensary, cases. 

E. M. 


NATIONAL REGULATION OF PUBLIC 
HEALTH. 

A great deal of public interest attaches to the 
meeting at Kent Hall, Chicago University, on Janu- 
ary 2nd, under the auspices of Section 1 of the Amer- 
ican Association for the Advancement of Science 
and the American Health League of the Committee 
of One Hundred on National Health. At this 
meeting the agitation for the creation of a national 
Department of Health or, at least, of health bureaus 
systematized under some other national department, 
which agitation has thus far been more or less 
sporadic and unorganized, will probably take definite 
form. 


THE DEATH OF NICHOLAS SENN. 

The news is just announced (January 2nd) of 
the death of Nicholas Senn, of Chicago. For al- 
most a generation he had been eminent among the 
surgeons of the world, and no name has been writ- 
ten higher on the roster of America’s great sur- 
geons. Brilliant, original, there is almost no 
surgical field in which he has not impressed his per- 
sonality and there are many in which his contribu- 
tions were epochal. He was as profound in military 
as in civil surgery, in surgical pathology as in clini- 
cal teaching; and he was an authoritative and ac- 
complished writer in all these branches. 


Surgical Suggestions. 


There is such a condition as idiopathic swelling of 
the liver—an acute hepatitis—due to an unknown 
cause. The condition gradually subsides without 
treatment. 


A diffuse blotchy condition of the skin should not 
be diagnosed as measles until! a careful physical 
examination has been made. The condition may be 
the expression of a streptococcemia, as from an 
osteomyelitic focus. 


When an operation is performed for removal of a 
tumor at the base of the brain, one should be care- 
ful to retract upward (pressing on the hemispheres) 
instead of pressing downward (on the medulla), 
which may paralyze the vital centers. 


The application of elastic bandages to the limbs to 
cut off their blood supply, will increase the amount 
of blood going to the vital centers and, therefore, is 
very beneficial to patients who have to be operated 
upon in a condition of shock. _ 


The palpation of pulsating vessels in the vaginal 
fornix of a woman who has skipped a menstrual 
period, will often give the clue to a possible ectopic 
gestation. 


In rupture of an ectopic gestation sac and hem- 
orrhage, the patient may refer the pain chiefly to 
the region of the right hypochondrium, and this 
may deceive the physician into the belief that he is 
dealing with a case of cholelithiasis. A careful his- 
tory, vaginal examination, and the evidences of in- 
ternal hemorrhage will differentiate the conditions. 
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Nouveau Traite de Chirurgie. Publié sons la direction de 
A. Le Dentu et Pierre Dexset. III fascicules. Matra- 
DIES CHIRURGICALES DE LA PEAU, ET DU TISSUE CELLU- 
LAIRE Sous- Cutané, par J. L. Faure, Professeur 
Agrégé a la Faculté de Médecine, Chirurgien des 
Hopitaux de Paris. Octavo; 144 pages. Paris: 
BaILuiérE ET Fits, I 

This instalment of the “Nouveau Traité” is divided into 
three parts, the first dealing with infective lesions, the 
second with true organic diseases, and the third with skin 
diseases due to non-bacterial parasites. Under the first 
division erysipelas is of greatest importance. Faure ad- 
vacates the use of antisereptococcus serum and of ichthyol; 
he condemns antiseptic applications. Tuberculosis of the 
skin is described very fully. 

Of true organic lesions, hypertrophy of the epidermis, 
cutaneous epitheliomata, warts, keloids and fibroma mol- 
luscum are described. The author appears to favor caus- 
tic > ieee to the slowly growing epitheliomata of the 
aged. 

Sebaceous cysts and tuberculosis of the subcutaneous 
cellular tissues are next taken up and the monograph con- 
cludes with studies of elephantiasis and tilaria medinensis. 

The treatment of these subjects is full, adequate and 
up to date, but the book might have been greatly improved 
by numerous and modern illustrations. ‘The text figures 
present are few and very conventional. 


A Text-Book of Practical Gynecology for Practitioners 
and Students. By D. Top Gittiam, M.D., Emeritus 
Professor of Gynecology in Sterling-Ohio Medical 
College, etc. Second Revised Edition. Octavo; 642 
pages; 350 engravings and 14 plates. Philadelphia: 
F. A. Davis Co., 1907. 

This elementary text-book is divided into 50 chapters 
dealing with gynecology, diseases of the rectum, the 
urinary system and one chapter on intestinal anastomosis. 
The volume shows the personal impressions of a specialist 
of large experience who is conservative in his general 
views, and it contains many valuable suggestions to the in- 
itiated reader. The book is marred, however, by numer- 
ous faults. The pathology is elementary, the microphoto- 
grams are, most of them, of no value, and there are some 
glaring errors, for instance, the classification of “decidu- 
oma malignum” among sarcomatous tumors. In no single 
book, except possibly in the catalogue of some large firm, 
has the reviewer ever encountered such numerous illus- 
trations of special instruments. The illustration dealing 
with perineorrhaphy on page 144 would be more intelligible 
if tlhe cut were reversed. In the treatment of cancer of 
the cervix Wertheim’s operation is not even mentioned, 
although the obsolete Kelly operation of vaginal hysterec- 
page = dividing the uterus in four segments, is described 
in detail. 


Diseases of the Genito-Urinary Organs and the Kid- 
mey. By Rosert Hotmes Greene, A.M., M.D., Pro- 
fessor of Genito-Urinary Surgery, Medical Depart- 
ment of Fordham University; Genito-Urinary Sur- 
eon to the City and to the French Hospitals, N. Y. 

ity; and Hartow Brooks, M.D., Assistant Professor 
of Pathologic Anatomy, University and Bellevue Hos- 

ital Medical School; Visiting Physician to the City 

ospital, N. Y. City. Octavo; 536 pages; 292 illus- 
trations. Philadelphia and London: W. B. SAUNDERS 
Co., 1907. Price, cloth, $5.00, net ; half morocco, $6.50, 
net. 

We hoped that in this volume we had at last a work 
that would add something to our scant stock of American 
text-books on Diseases of the Genito-Urinary Organs and 
the Kidney. Our hopes were soon dispelled and we may 
safely add that this ake has done little towards elevat- 
ing the poor standard that has prevailed in this branch 
of our medical literature. In the preface the authors sig- 
nify their aim in writing their book, by saying that they 
wish to discuss the more important diseases of the genito- 
urinary tract from the standpoint of the general practi- 


tioner and surgeon. We cannot, with justice, say that 
they have satisfied the wants of either the practitioner or 
the surgeon. 

The book is divided into thirty chapters. Throughout 
we note a tone of superficiality and a lack of thorough in- 
sight into the literature, that are frequently distressing. 
There is no lack of orthographical errors—mistakes which 
must be laid to the door of the authors, for they occur 
principally in proper names; thus Kohlmann for Koll- 
mann, Archard for Achard, Friesch for Frisch, Levadith 
for Levaditi. The chapter on gonorrheal urethritis is sad- 
ly inadequate; the principles that underlie the modern an- 
tiseptic treatment of this disease receive scant mention; 
in fact, the authors contend that in most cases local treat- 
ment ought to be postponed until after the fourth to the 
sixth week of the disease—a view hardly in accord with 
the teachings of the best authorities. 

The sections dealing with pathology are for the most 
part good, and the exposition of the pathology of prostatic 
diseases is indeed excellent. But, unfortunately, this single 
merit is not enough to save the work. 


The Operations of Surgery. Intended especially for: the 
use of those recently appointed on the hospital staff, 
and for those preparing for the higher examinations. 
By W. H. A. Jacozson, M.C.H. Oxon., F.R.C.S., Con- 
sulting Surgeon, Guy’s Hospital; and R. P. Row- 
LaNps, M.S., Lonpon, F.R.C.S., Assistant Surgeon, and 
Surgeon to the Orthopedic Department, Guy’s Hos- 
pital; joint teacher of Operative Surgery in the Med- 
ical School. Fifth Edition. Revised and enlarged. 
In two octavo volumes. Volume I, 926 pages; 301 il- 
lustrations. Volume II, 1,139 pages; 476 illustrations. 
Philadelphia: P. Braxiston’s Son & Co., I 


The fourth edition of this work, then under the joint 
authorship of W. H. A. Jacobson and F. J. Steward, ap- 
peared in 1902. The contributions of the past five years to 
surgical technics are represented, in the fifth edition, by 
an increase of over 500 pages and over 250 illustrations. 

Much new matter has thus been added, e. g., a section on 
operations on the mediastina. The section on the surgery 
of the thyroid has been much altered and enlargea, but it 
was evidently written too early to include the very im- 
portant contributions to the technic of thyroidectomy that 
have appeared in 1907. 

Jacobson again emphasizes that his work is “intended 
especially for the use of those recently appointed on a 
hospital staff and those preparing for the higher examina- 
tions.” While it is written for that purpose, it is quite an 
eligible reference work on operative surgery for general 
purposes also. It has, of course, a British flavor, but it is 
not by any means “insular,” and for American as well as 
English readers it is one of the few distinctly useful works 
on operative surgery in our language. 


AMERICAN EDITION OF NOTHNAGEL’S PRAC- 
TICE. Diseases of the Intestines and Peritoneum. 
By Pror. Dr. Hermann Notunacet, Late Professor 
of Special Pathology and Therapy, University of 
Vienna. Edited, with additions by H. D. Rotieston, 
M.A., M.D., F.R.C.P., Physician to St. George’s Hos- 
pital and to the Victoria Hospital for Children, Lon- 
don, ete. Second Edition, Revised. Authorized trans- 
lation from the German, under the editorial supervision 
of Atrrep STENGEL, M.D., Professor of Clinical Medi- 
cine in the University of Pennsylvania. Large octavo ; 
1,059 pages; illustrated. Philadelphia and London: 
W. B. Saunnpers Co., 1907. 


The individual volumes of Nothnagel’s Encyclopedia of 
Medicine need no extended review. They are too well 
known through both the original German and the earlier 
American editions. This volume, as before, is an inval- 
uable referénce work for both physician and surgeon. It 
is a series of classic monographs on the physiology, chemis- 
try and bacteriology of the intestines, on all their “sur- 
gical” as well as their functional and organic “medical” 
affections, and on the various types of peritonitis. 

- Dr. Rolleston has added a great deal of new matter in 
the preparation of this second American edition, but the 
original text, as translated, has not been changed, and the 
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additions, largely references to the literature of the last 
three years, are inserted between brackets, and signed 
“Ed.” In this wise the reader is presented with a thor- 
oughly up-to-date treatise on the intestines and peritoneum 
and, at the same time, a translation of the original German 
monographs practically as they left the editorial hands of 
Professor Nothnagel. 


Cosmetic Surgery. The Correction of Featural Im- 
perfections. Cuartes C. Miter, M.D. Duo- 
decimo; 136 pages; 73 illustrations. Chicago: Pub- 
lished by the author. Price, $1.50. 

In this little work the author describes the operations 
he performed, under infiltration anesthesia, for the cor- 
rection of imperfections of the features. Many of these 
operations the author has already described in numerous 
recent contributions to various medical journals, and this 
booklet is in the nature of a reprint of these articles. Brief 
as are the descriptions, and crude and unattractive as are 
the illustrations, this unpretentious manual is a small but 
stimulating contribution to a neglected branch of surgery 
that ought to be encouraged. 


A Text-Book of Clinical Anatomy. For Students and 
Practitioners. By N. Ersenpratu, A.B., 
M.D., Clinical Professor of Anatomy in the Medical 
Department of the University of Illinois (College of 
Physicians and Surgeons), Chicago. Second Edition, 
Revised. Octovo; 535 pages; 153 illustrations, some 
in colors. Philadelphia and London: W. B. Saunpers 
Company, 1907. Cloth, $5.00 net; half morocco, $6.50 
net. 


“In the majority of our medical schools,” says the 
author in his preface, “descriptive anatomy accompanied 
by dissections is taught during the first two years, and 
then the student feels that he may consider anatomy a 
closed chapter. In but few of the colleges is he taught to 
take a perspective view, or, in other words, to study re- 
gional or topographical anatomy. The primary ob- 
ject of this book is to serve as a bridge for both practi- 
tioner and student from the descriptive anatomy, as it is 
usually taught in the first two years of a medical course, 
to its daily application at the bedside, in the clinic or in 
the operating room.” 

Treves’ great work on surgical anatomy is of great 
value to the surgeon, but it is too large for general use. 
Eisendrath’s “Clinical Anatomy,” which has been before 
the profession since 1903, is arranged in such a manner 
that it can be consulted easily and ‘the plates are so ex- 
cellent that they can be readily interpreted. Because the 
correlation of text and plates is so complete, one can ob- 
tain an easy conception of the author’s meaning. 

This second edition shows some revision of the text and 
a slight increase in the number of illustrations. 


The Operating Room and the Patient. By Russet S. 
Fow.er, M.D., Professor of Surgery, Brooklyn Post- 
Graduate Medical School; Chief Surgeon, first division, 
German Hospital; Surgeon, Methodist-Episcopal Hos- 
pital, Brooklyn, New York. Second Edition. Revised 
and enlarged. Octavo; 284 pages; 33 illustrations. 
Philadelphia and London: W. B. Saunpers Co., 1907. 
Price, $2.00 net. 


In the issue of May, 1906, we reviewed at great length 
the first edition of this work, calling attention to its very 
useful features, but also criticising what we considered 
its many defects. These defects were, in part, the descrip- 
tion of certain technics that are faulty or inelegant, in part, 
the omission of many data that should be included in such 
a book, and, in part, the introduction of a great deal of 
matter, as, for example, the technic of spinal anesthetiza- 
tion, that has no logical place in a manual devoted to this 
subject. 

Although the work has undergone considerable revision, 
in the preparation of the second edition, we feel obliged to 
repeat most of the criticisms of the earlier issue. The chief 
change has been the introduction of five new and very ex- 
cellent chapters dealing, respectively, with the Course of 
Aseptic Wounds and Infection, Complications of Wound 
Infections, Aseptic Wounds in Infected Tissues, Wound 
Disturbances the Result of Pressure, and Wounds of Spe- 
cial Tissues. 


Progress in Surgery. 


A Résumé of Recent Literature. 


Hemostasis in Hemophilia by the Injection of Fresh 
Animal Serum (Vie Blutstillung bet den Hemophilen 
durch Injektionen mit frischen tierischen Serum). 
Pror. Broca, Paris. Medizinische Klinik, December 1, 
1907. 

Broca reports two cases of hemophilia in both of which 
the hemorrhagic manifestations were promptly controlled 
by the use of animal serum. The injection also confers 
immunity to the patient for a considerable period. The 
serum is applied externally to the bleeding surface or_in 
the form of subcutaneous or intravenous injections. For 
intravenous use, the dose is from 10 to 20 c.cm., hypeder- 
mically 20 to 40 c.cm. In children half these "doses are 
employed. Any blood serum may be used, provided it is 
fresh, with the exception of cattle and dog’s serum. Horse 
and human serum are preferably used. In practice the 
author has employed the freshly prepared diphtheria anti- 
toxin serum. The average period of immunity to hemor- 
rhages is about one month. 


Cystic Disease of the Breast (Ueber Mastitis chronica 
cystica). F. LicHtENHAHN, Basel. Deutsche Zett- 
schrift fiir Chirurgie, October, 1907. 


Lichtenhahn gives a critical review of some of the more 
important literature on cystic disease of the breast, and 
describes in detail the clinical histories and the pathologi- 
cal findings in five of his own cases. The process usually 
commences during the third or fourth decades, and is char- 
acterized by the. formation of small nodules which, after 
attaining a certain size, may give a sense of fluctuation, 
may or may not be painful and may even gradually disap- 
pear. Not infrequently both breasts become involved, but 
not simultaneously. It is clinically important to differen- 
tiate this disease from carcinoma, occurring as it does at 
the so-called “cancer age.” He prefers to employ the name 
Mastitis chronica cystica, first proposed by Konig, to any 
of the many other names that have been suggested (such 
as Maladie Kystique of Reclus, Schimmelbusch’s discase, 
Adenocystoma papilliferum epithesale, etc.) Histologically 
he found proliferation of the epithelial structures, cysts, and 
varying amounts of productive inflammatory change in the 
stroma. Although the adenomatous hyperplasia may be 
considerable, and although carcinoma may develop in about 
10 per cent. of such breasts, Lichtenhahn thinks that the 
process should not ve classed with the new growths. 


Tonsillar Hemorrhage and Its Surgical Treatment. 
CHEVALIER Jackson, Pittsburgh. Annals of Surgery, 
December, 1907. 

“Few operations in surgery are so generally done badiy 
as those upon the tonsils. Tonsillotomy is an easy but an 
utterly unjustifiable operation. Tonsillectomy is an ex- 
ceedingly difficult operation to do ideally.” If the patient 
has had periodical attacks of acute tonsillitis, he will have 
them more often after tonsillotomy. The occurrence of the 
infective diseases whose entry is often through the tonsils, 
is rendered more likely by incomplete removal. Hemor- 
rhage is actually much more likely to occur after partial 
than after complete removal. 

What often appears to be oozing of blood after tonsif- 
lectomy is hemorrhage from an unsecured artery spurting 
against the posterior surface of the anterior pillar. The 
snare is apt to close vessel mouths temporarily only. Ooz- 
ing, properly so-called, is rare after tonsillectomy if alt 
visible vessels are searched for and twisted in a hemostat. 
If the anterior piliar be retracted the vessels can always 
be seen after tonsillectomy. Oozing can be stopped by the 
insertion of a gauze sponge. If there is not a large enough 
cavity to retain a walnut-sized sponge it usually means 
that complete tonsillectomy has not been done. 

Jackson does not approve of the tonsillatome jar, as. 
usually applied, it merely slices off the tonsil. He refers, 
however, to George L. Richards’ method of tonsillectomy 
with a tonsillatome: With the finger the tonsil is freed 
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until_it is possible to pull it out ‘to a pedicle, which is cut 
through with the tonsillotome, from which the fork has 
been removed; the traction on the tonsil is by means of 
a forceps passed through the ring of the tonsillatome, the 
latter instrument dangling from the former until the tonsil 
is drawn out. 

Jackson’s objection to the snare has been stated above— 
the danger of secondary hemorrhage. The instrument of 
his choice is scissors of special design. His technic is 
the following: He pulls out the top of the tonsil with a 
Sandels forceps, and at the first clip gets external to the 
capsule, which is then rapidly ripped away from the ton- 
sillar bed entire and attached to the tonsil, using the closed 
scissors blades as a dissector. Occasionally old cicatrices 
require clipping. The anterior pillar is then lifted with a 
retractor and bleeding vessels are found and twisted with 
a hemostat (the latter serving as a tongue depressor, if 
needed, during this manipulation). 

This immediate and direct hemostasis is especially urged. 
The employment of ice and other temporary hemostatics 
is condemned. When bleeding cannot be arrested, or is 
likely to recur and prove fatal, immediate ligation of the 
external carotid should be done, and for this local anethesia 
is sufficient. 


Some Observations Upon the Use of Oil in the Mobili- 
zation of Joints. W. S. Barr, Baltimore. American 
Journal of Orthopedic Surgery, October, 1907. 


The author reports on his experiences with injections 
of olive oil in the treatment of stiff and ankylosed joints. 
During the past four years more than 1oo cases of different 
character were treated by his method. The oil is placed 
in small Erlenmeyer flasks and sterilized in an autoclave at 
fifteen pounds pressure for half an hour. It is either 
poured into the joint at the time of an arthrotomy, or in- 
jected directly into the joint while the patient is under an- 
esthesia for manipulation without operation. In two cases 
of gonorrheal arthritis of the hip, the capsule was incised 
and found firmly adherent to the femur. After breaking 
up the adhesions about one ounce of oil was injected into 
the joint and the capsule closed. The result was excel- 
lent in both instances; the first patient with complete anky- 
losis was found able to flex the leg to 90°, abduct 40°, 
adduct 10° and rotate well, three years after the opera- 
tion; the result in the second case was almost as good. 
Control cases of operative interference without the use of 
oil showed practically no improvement. for arthritis de- 
formans he recommends injection of the oil and passive 
motion under nitrous oxid anesthesia, to be repeated every 
two weeks. In the interval the patients receive passive 
and active motions daily. 

His conclusions are the following: That injection of oil 
into joints is a harmless procedure; that the joint will 
tolerate as much as it will hold. It is most useful in cases 
where adhesions have followed some acute infectious pro- 
cess, or in those stiff joints which are classified as arthritis 
deformans of the infectious type. Passive motions are 
made with less pain where the joint contains oil. 


Will Radium Cure Cancer? A Case. A.rrep C. Haven, 
Lake Forest, Ill. Journal of the American Medical 
Association, December 21, 1907. 


As decidedly encouraging the persistent use of such 
agencies as radium in the treatment of accessible inoper- 
able carcinoma this case deserves to be borne in mind. 
Condensed, the patient’s history is: 

Multiparous widow. January, 1905: Growth the size of 
a quarter of a dollar on posterior lip of cervix, metror- 
rhagia, debility. Growth curetted. Microscopic diagnosis 
—alveolar carcinoma of very malignant type. 

: February 18, 1905: Vaginal hysterectomy by wr. Dud- 
ey. 

May 5, 1905: Characteristic cauliflower recurrence in 
sear, enlarged inguinal glands, hemorrhages. 

May 15, 1905: Treatment begun by radium bromid (ac- 
tivity not stated). Tube inserted every night and left until 
morning. 

For the next seven months patient grew steadily worse 
and disease extended into vesico-vaginal septum. Many 
hemorrhages. Emaciation. Morphin, gr. 1% daily. 

December 2, 1905: Violent hemorrhage. Almost pulse- 


less. Growth curetted, and cauterized with equal parts of 
iodin and phenol; iodoform tampon. Radium continued, 
with slow, steady improvement. 

April 1, 1906: Cancerous granulations disappeared; only 
scar tissue remaining. 

July, 1906: No trace of original disease visible. Vagina 
contracted and cicatrized. Lymphatic glands normal. No 
pain. No morphin. Gained in strength and weight. 

September 12, 1907 (2% years after hysterectomy) : 
Patient apparently strong and well. Radium treatment 
continued. 


Chronic Suppurative Processes in the Hand. A Clin- 
ical, Experimental and Anatomical Study. A. B. 
KanaveL, Chicago. Surgery, Gynecology and Obstet- 
rics, November, 1907. 


In a well illustrated and instructive article Kanavel dis- 
cusses the chief varieties of chronic finger intections, 
palmar abscesses, etc. He concludes that necrosis of the 
distal phalanx ordinarily ends in sloughing of the diaphysis 
alone. Joint function should be preserved. A short but 
useful distal member remains. Incisions should be made 
laterally instead of upon the volar surface. The proximal 
interphalangeal joint is the one most commonly involved 
in these infections. The proximal phalanx escapes while 
the epiphysis and part of the diaphysis of the middle pha- 
lanx are destroyed. The reason for this distribution is not 
known. 

Conservative operations may be done with some success. 
Isolated involvement of the tendon sheaths may be present. 
Incision of the sheath should expose all involved parts. 
Chronic palmar abscess frequently points on the dorsum, 
passing along the lumbrical canals. They may be opened 
along these canals. Complete function may be promised 
to patients suffering with palmar abscess uncomplicated 
by tendon-sheath or osseous infection. Chronic dorsal 
abscesses may point at a distance from the focus, owing to 
the dorsal aponeurotic sheet. 

The carpal joints are frequently invaded from the radial 
bursa. Abscesses and sinuses appear upon the dorsum. 
Every effort should be made to preserve the integrity of 
the tissue between the first and second row of carpal 
bones. Serious forearm abscesses lie below the flexor 
profundus digitorum and may be opened either in front, 
in connection with an incision in the palm, or in isolated 
cases by lateral drainage. 

Trophic changes result from the tendency of the pus to 
extend along the nerves and bloodvessels. The article is 
of great importance to those who treat infections of the 
hands, as for instance to dispensary surgeons, and, to- 
gether with the author’s earlier publications on acute hand 
infections it deserves careful study. 


Further Observations on Opsonins in Normal and 
Pathological Sera. N. B. Parker, New York. Jour- 
nal of the American Medical Association, November 
30, 1907. 

From a comprehensive study of the variations of the op- 
sonic index in normal and pathologic conditions, deter- 
mined by Wright’s technic and including the consideration 
of all the probable factors, such as the method of obtain- 
ing the blood, and the effects of transportation, Potter de- 
duces substantially the following conclusions: 1. Wright’s 
method of estimating the opsonic indices in bacterial in- 
fections is hardly accurate enough to compensate for the 
amount of time it requires. There is a general parallelism, 
however, between the opsonic indices and the clinical 
course in most cases, so that these determinations should 
be made when the results of inoculation can not be con- 
trolled by the ordinary clinical methods of observation, 
when there are several organisms present and when the 
patient does not improve under the usual method of in- 
oculation. 2. Its variations depend on (a) difference in 
normal sera, so that even with counts averaged from two, 
three or more supposedly normal sera, it is not possible 
to prevent variations of from Io to 30 per cent.; (b) differ- 
ences depending on the sources of the leucocytes; and (c) 
differences depending on counting different areas of a 
slide. 3. The leucocytes from patients, the subjects of 
bacterial infection, do not always agree in phagocytic ac- 
tivity with those from supposedly normal individuals. Dur- 
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ing recovery from some infections their activity surpasses 
that of the leucocytes of some supposedly normal persons, 
and during convalescence from some infections .it falls to 
or below that of the normal leucocytes. 4. The inoculation 
of dead cultures of homologous or heterologous bacteria is 
helpful or curative in many local infections. Some patients 
with septicemia, however, recover without inoculations, so 
we must be careful in attributing recoveries to this cause. 
Some general and local infections are too severe to be thus 
helped. Some very chronic and obstinate local infections 
may be helped by inoculations, but it is probable that their 
response can be easily exhausted by too large, and perhaps 
by too frequent doses, and it is very doubtful if such ad- 
vanced cases can be completely cured by inoculation. 


The Tub-Bath Treatment of Cystitis. L. Hunner, 
Baltimore. Journal of the American Medical Associa- 
tion, December 21, 1907. 


’Hunner describes the technic of the continuous bath 
treatment of cystitis in women and reports cases in which 
it was employed. Its use seems to have been first sug- 
gested in the treatment of vesicovaginal fistula, for which 
it is especially adapted, rendering the patients more com- 
fortable and less offensive to themselves and others, be- 
sides saving a great deal of labor and trouble in their care. 
Its advantages as an adjunct to the treatment of intract- 
able cystitis, with or without accompanying fistula, are 
demonstrated in the case histories given. The tub used is 
of large size and the patient lies or sits on canvas strips 
stretched across the tub, which can be slacked or tight- 
ened as required for the sitting or recumbent positions. 
Light slats across the tub are covered by a blanket and 
mackintosh, and these in turn by a spread. This covering 
retains the heat, makes a “work table” for the patient ,and 
presents a neat appearance. Arrangements are made by a 
siphon and tubing for continuous irrigation, if needed, and 
for a certain amount of water to be drawn off from time to 
time and replaced by warm water to keep up the tempera- 
ture. Six cases are reported, illustrating the conditions 
for which this method is advisable. They are only a few 
of the worst out of many thus treated during the past 
seven years. Hunner mentions some things which experi- 
ence has taught him to avoid: Currettage of an ulcer or 
the trigonum or near the ureteral orifice has in two cases 
been followed by ascending infection. The making of a 
vesicovaginal fistula causes trauma and swelling, and while 
he leaves gauze in the freshly made opening to prevent its 
immediate closure, he is careful to avoid pressure obstruct- 
ing the ureteral orifice. The baneful influence of the re- 
tention catheter in causing pressure ulcers and infection 
cannot, he declares, be too strongly emphasized, and when 
he has to use it he prefers a small smooth rubber catheter 
held in place by sutures or adhesive strips to the mush- 
room or bat-wing catheter. The tub-bath treatment can 
also be used in the male in cases of long-standing prostatic 
retention, in connection with irrigation through a supra- 
pubic or perineal wound. 


Infections Within the Thorax—Empyema. J. H. Mus- 
SER, Philadelphia. New York Medical Journal, De- 
cember 7, 1907. 


In the statistics collected by Musser, empyema followed 
pneumonia in about 2 per cent. of the cases. These figures 
are based on clinical reports. Autopsy records show 5 per 
cent. Empyema like peritonitis never occurs idiopathically 
and the determination of the etiology is necessary in the 
diagnosis. The most frequent origin is, of course, pneu- 
monia, and with the subsidence of the pneumonia it is al- 
ways necessary to be on guard against the complication of 
empyema. A leucocytosis persisting after the crisis and as- 
sociated with the general phenomena of infection is of 
great significance. In this instance also great stress must 
be laid upon the presence of a rise after the normal fall 
of the leucocytes at the crisis. The persistence of pain, 
especially in certain localities, should arouse suspicion. Of 
more significance is localized tenderness, first, as an indi- 
cation of the development of the abscess, and second, as 
an indication of the location of the abscess. The presence 
of localized friction sounds is of importance in the loca- 
tion of the abscess. When between the lobes, the frictions 


are along the septa. Little, if any reliance, can be placed 
upon fremitus. 

If the abscess is interlobar, dulness will be found in 
the course of the septa, but generally, anteriorly it is below, 
laterally opposite, and posteriorly below the line of di- 
vision. These deviations are due to the sagging of the pus 
cavity. If the abscess is subdiaphragmatic the change of 
percussion begins below and extends upward. The x-ray 
is of some value in the diagnosis of an abscess. When 
all the symptoms and physical signs lead one to suspect 
localized abscess within the pleural cavity, Musser thinks 
that we are not doing sufficient justice to our patient until 
we perform an exploratory operation. By this is not meant 
merely incision down to the pleura, but actually resection 
of a rib. This operation he believes is more free from 
danger than exploration with a needle or trocar. Besides 
the — often fails to find the abscess when the explora- 
tion does. 


Test of the String-Cutting Method for Impermeable 
Esophageal Strictures. Rosert Asse, New York. 
Medical Record, November 30, 1907. 

Abbe reports two cases of impermeable eosophageal stric- 
ture in which the string-cutting method proved highly suc- 
cessful. This method depends on the peculiar fact that 
although a stricture is impermeable from above, a fine 
filiform can always be passed from below through a gas- 
trostomy wound. A strong thread is tied to the end of 
this bougie and drawn through into the mouth. To the 
lower end of the string a Billroth dilating bougie is tied, 
which is drawn up until it engages on the stricture. If it 
is found that it cannot pass through the stricture, the 
bougie is withdrawn temporarily and another string is 
drawn through into the mouth; again the bougie is pulled 
up until it tightly engages the stricture. By pulling the 
second string back and forth, the stricture is worn away 
so that the bougie will be found to pass through the stric- 
ture; larger bougies are rapidly substituted and under 
their stretching the stricture is slowly dilated to its fullest 
extent. Of course, dilatation must be continued at in- 
creasingly lengthened intervals for many years thereafter. 


Verrucae Plantares; Their Prevalence in Boys and 
in Young Men, and Their Pathology. J. T. Bowen, 
Boston. Boston Medical and Surgical Journal, De- 
cember 12, 1907. 

Warts on the sole of the feet are rather uncommon and 
differ in appearance and pathology very materially from 
warts on the hands. At first appearance a plantar wart 
looks like a callus; when the thick, horny skin is shaved 
off, however, a central soft core is exposed which bleeds 
through a number of fine orifices. This central part. ap- 
pears white, opaque and milky, and to the knife feels like 
wet tow. The author has seen 35 cases of this affection 
and in the majority of instances they have occurred in 
males under twenty vears of age. The author has found 
no particular etiology. As regards treatment, Bowen has 
found that in many instances, to per cent. salicylic acid 
collodion alone suffices, particularly if persisted in. In 
resistant cases, he has added to per cent. chrysarobin to 
the salicylic acid collodion. The author offers the testi- 
mony of another observer who has found the only radical 
method to consist in the thorough destruction by the 
Paquelin cautery. Excision is not always followed by cure, 
the wart recurring in the scar. Electrolysis is sometimes 
effective. 


A Case of Acquired Dystopy of the Kidney with Hy- 
dronephrosis (Ein Fall von erworberner Nieren- 
dystopie mit Hydronephrose). H. Scwaap, Basel. 
Deutsche Zeitschrift fiir Chirurgie, October, 1907. 

Schaad gives an interesting critical and historical review 
of the literature on malposition or dvstopy of the kidney, 
or, as he terms it, “Nierendystopie.” By this condition 
he means either congenital or acquired faulty placement 
of this organ with fixation in a new position. It is not to 
be confounded with “movable” or “floating kidney.” His 
own case is instructive because the patient presented the 
symptoms of acute apnendicitis with a history of having 
had two previous attacks. Laparotomy revealed a normal 
appendix and a tumor adherent to the ileo-psoas muscle, 
lying just to the right of the promontory of the sacrum. 
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The tumor was found to be the hydronephrotic right kid- 
ney and was extirpated. The displacement of the organ 
in this case seems to have been due to a severe fall which 
occurred four years previously and which was attended 
with severe abdominal symptoms. 

The explanation for congenital dystopia is to be found 
in an arrest in the ascent of the embryonic kidney (meta- 
nephros). Commencing as a tubular diverticulum from 
the Wolffian ducts, the metanephros first travels caudad; it 
soon extends upward, however, attaining its highest position 
at a very early period in the development of the embryo. 
It is here that the original tube divides into a number of 
cecal tubules, which represent the commencement of the 
several divisions of the pelvis of the kidney. Anything 
which interferes with the normal ascension of the organ 
will lead to fixation in an abnormal position. The vessels 
grow into the organ and anchor it. In the congenital 
variety of dystopia, the vessels do not arise from the aorta 
at the usual level, but at a point corresponding to the situ- 
ation of the kidney. 


Experiences with Spinal Anesthesia in 875 Cases 
(Erfahrungen mit der Lumbalandasthesie in 875 Fallen). 
Cetsner, Berlin. Deutsche Zeitschrift fiir Chirurgie, 
October, 1907. 


This article merits the careful consideration of all sur- 
geons who are interested in spinal anesthesia, for it fur- 
nishes a comprehensive view of observations made in one of 
the largest clinics in Germany, namely, that of Sonnenburg 
in Berlin. Spinal anesthesia has been employed extensively 
since 1904, during which time stovain was injected in 114, 
novocain suprarenin in 354, and storain-adrenalin in 407 
cases. Whenever possible, the injection is made with the 

tient in a sitting posture. The trocar is inserted exactly 
in the mid-line through the interspinous space situated just 
above a horizontal line joining the iliac crests. Failure to 
obtain good anesthesia can be attributed in most instances 
to faulty technic. However, a fairly large percentage of 
failures is recorded: 8 times out of 354 with novocain- 
suprarenin (and 9 inadequate anesthesias); 9 times out 
of 209 with stovain-adrenalin (and 4 inadequate). In a 
number of cases mild transitory symptoms of collapse at- 
tended or followed shortly after injection; and during the 
operation, nausea, or vomiting, or mild collapse were some- 
times observed. 

The after-effects resembled those following a general 
anesthesia: malaise, nausea, vomiting and headache. In 6 
cases there was severe collapse. A fatal outcome was re- 
corded in one of these patients, but could not be ascribed 
to the injection. Paralyses occurred four times; in 3 cases 
palsy of the abducents, and in 1 case of-the facial and 
hypoglossal. The abducent palsies were noted on the roth 
and 3d days and the facial after 6 weeks. The former 
were transitory, the latter had not completely disappeared 
after a period of 4 months. 

The method seems useful in carcinoma of the rectum, 
vaginal systerectomies, perineal plastics, in operations on 
the lower extremities, and especially in hernia and appen- 
dicitis cases. It is contraindicated in septic processes with 
bacteriemia, in severe collapse and in severe internal or 
external hemorrhage. 


Personal Experiences with Frontal Sinus Disease. 
R. H. Jounston, Baltimore. American Medicine, No- 
vember, 1907. 


The pain of frontal sinus disease is more localized than 
in disease of any other of the cranial sinuses. It is so’con- 
stant that it is frequently mistaken for supraorbital neu- 
talgia. The author believes that most cases of so-called 
grippe neuralgia are really infections of the frontal sinus. 
Certain cases of asthenopia, unrelieved by treatment of 
the eyes, will be found to be cases of frontal sinus dis- 
ease. 

In examining for this malady care should be taken not 
to press on the supraorbital nerve; the sensitive points are 
the anterior wall, the orbital ridge, the internal angle of 
the eye and the floor of the cavity. Pus was present in 
all but two cases, both of which were chronic. The middle 
turbinate is nearly always enlarged and has a peculiar suc- 
culent appearance. Transillumination in the author’s ex- 
perience has proven disappointing. Johnston believes that 


most cases of frontal sinus disease can be relieved of pain 
by the intranasal treatment. This consists in the passing 
of a catheter into the cavity, followed by irrigation. The 
middle turbinate is first shrunk by means of a cocain and 
epinephrin solution. If the middle turbinate is so. large 
as to interfere with the passage of the instrument, the an- 
terior end is removed. In only four cases was the open 
operation performed. The author prefers the Coakley op- 
eration to that of Kilian. 


An Easy Method of Making Osteoplastic Flaps in 
Cranial Surgery. Joun Roserts, Philadelphia. 
Pennsylvania Medical Journal, December, 1907. 


Roberts first applies a large segment trephine of his own 
construction; this cuts a segment of the cranium of about 
250 or 270 degrees circumference. (The overlying skin, 
muscle and periosteum are first divided correspondingly.) 
A narrow knife is then thrust under the soft parts close 
to the bone from one end of the crescentic bone incision 
to the other; this undermines the scalp along the line in- 
tended for the hinge of the osteoplastic flap. A Fetterolf 
septum rasp is pushed through this opening and a wedge 
shaped groove is cut into the bone; with a periosteal ele- 
vator the flap can be lifted up after the groove has attained 
a sufficient depth. 


Method of Ligating the Appendix within the Cecum. 
J. R. Pennincton, Chicago. Journal of the American 
Medical Association, November 30, 1907. 


Pennington describes and illustrates a method of ligating 
the appendix within the cecum by setting a snare within its 
cavity to catch the appendix when it is inverted. The steps 
of the operation and the special needle required are figured 
and described in detail. The advantages claimed are: speed, 
simplicity and ease of operation; a minimum of danger to 
the surrounding issues; no foreign body or material is left 
in the peritoneal cavity and the entire appendix and the 
bloodvessels being ligated, the danger of hemorrhages is 
minimal. 


Plastic Surgery of the Pelvic Structures. H.O. Marcy, 
Boston. Journal of the American Medical Association, 
November 30, 1907. 

Marcy describes the methods devised and the modifica- 
tions introduced by him in the plastic surgery of the pelvic 
structures. Among these are the extraperitoneal treatment 
of the stump from below in hysterectomy, now a generally 
adopted procedure; the simplified method of treating cer- 
vical laceration; and of laceration of the perineum with the 
use of free dissection and buried sutures; the modified op- 
erations for vesico-vaginal and rectovaginal fistula and 
hernia of the bladder; various operations about the vulva 
and hemorrhoids. In nearly all of these the importance and 
value of the buried absorbable suture is emphasized. He 
simplifies the operation for vesicovaginal fistula by broadly 
separating the bladder wall from its attachments from be- 
low and closing the wound with a double continuous buried 
animal suture, inverting, and supporting the structures by 
a second layer. The vaginal wound is then closed by a 
continuous buried’ suture. With a catheter retained for 
some days in the bladder, the wound is at rest and in fa- 
vorable condition for repair. The same principles apply 
in the case of vesico-rectal fistula. The following opera- 
tion for hemorrhoids is recommended: “The sphincter 
muscle is dilated and the parts put on tension by two fin- 
gers in the rectum. Either with a sharp knife or scissors, 
division is made on the line of juncture of the skin and 
mucous membrane. With a little care the veins are sepa- 
rated from the loose folds of connective tissue without 
injury, down to the line of the sphincter muscle. They 
will be found closely connected with the everted thickened 
mucous membrane, a portion of which it is well to re- 
move. Division should be made through it on the line 
selected for excision and a row of continuous double ten- 
don sutures rapidly made to encircle the base of the hem- 
orrhoidal plexus. It is then resected with scissors and a 
light line of continuous running sutures encloses the deeper 
layer, and when drawn on, gently taken, as advised, from 
within outward, are themselves buried, leaving no stitches 
in sight. The wound is carefully dried and dusted with 
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iodoform, and the operation is completed by painting the 
line of closure with a layer of iodoform collodion. It is 
usually better that three or four days elapse before defeca- 
tion ensues, after which there is little suffering.” With 
the parts aseptic and at rest, pain and edema are almost 
wanting, and Marcy thinks that the advantages of this 
method are such that those who give it a trial will aban- 
don all others for the cure of hemorrhoids. 


Preliminary Note on a Simple Operation for Uncom- 
plicated Oblique Inguinal Hernia in Young Adults. 
Georce L. Cuiene, Edinburgh. British Medical Jour- 
nal, November 16, 1907. 


An incision is made half an inch above and parallel to 
the middle third of Poupart’s ligament, the center corre- 
sponding to the position of the internal ring. The fibers of 
the external oblique are divided, thus exposing the internal 
oblique muscle and the upper portion of the cremasteric. 
The fibers of the latter are divided in the same direction 
’ as those of the external oblique muscle. The lower edges 
of the internal oblique and transversalis are retracted up- 
ward and the transversalis fascia exposed. This is dealt 
with in the same way as the external oblique and the trans- 
versalis muscles. The neck of the sac is thus exposed at 
the internal ring. It is freed from the cord, opened and 
divided. The neck is ligatured and fixed to the under 
surface of the abdominal wall. The split fibers of the ex- 
ternal oblique muscle are sutured by the overlapping 
method and the skin incision is closed. The noteworthy 
features of this operation are, first, that the so-called “con- 
joined” tendon is left untouched, and, secondly, that the 
sac is left in situ. The author bases this operation on the 
principle of the so-called “saccular” theory of hernia, which 
is obtaining considerable recognition. In this theory, all 
herniz are regarded as resulting from a “preformed con- 
genital sac”; this preformed sac acts as a sort of funnel 
or guide for the intestine and thus predisposes to the for- 
mation of a hernia. All oblique inguinal hernie therefore 
are regarded in this theory as congenital. The muscles are 
not at all weakened; on the contrary, in children and young 
adults at operation they are invariably found to be strong; 
it is only in the middle-aged, when the hernia has existed 
for many years, that the muscles begin to show signs of 
atrophy. Assuming this theory to be true, therefore, the 
essential point in the radical cure of an oblique inguinal 
hernia is a flush closure of the sac. The muscles do not 
require to be touched and there is no necessity for re- 
moving the sac. 


A Comparative Study of Renal and Biliary Disease in 
Which Calculi Figure Prominently. A. M. Ponp, 
Dubuque. Journal of the American Medical Associa- 
tion, November 23, 1907. 

Pond remarks that there is a striking similarity in the 
formation, symptoms and resulting pathologic conditions in 
calculous disease of the kidneys and that of the biliary 
tract. This fact makes a diagnosis sometimes exceedingly 
difficult when the right kidney is at fault, owing to intimate 
anatomical relations and the complexity of nerve supply. 
He reviews the conditions of calculous formation, show- 
ing that the same general laws apply in both cases, an- 
alyzes the symptoms and pathologic conditions and points 
out how confusion and diagnostic difficulties may arise. 
His findings are recapitulated as follows: 1. Kidney stone 
is found usually in the pelvis of the kidney and the fre- 
quency of the right kidney is 119 to 98 in the left. 2. 
Ureteral stone is found in 40.7 per cent. of the cases at the 
upper flexure of the psoas flexure. 3. More than half the 
gallstones found in the common duct are located in the 
ampulla of Vater. 4. Both of these regions are connected 
with the pneumogastric distribution through the renal 
plexus, and this explains the nausea and vomiting during 
the acute seizures. 5. The pelvis of the kidney, the usual 
site of kidney stone; the psoas flexure of the ureter, the 
location of 40.7 per cent. of all ureteral stones; the fundus 
of the gall bladder, the site of gallstone in more than half 
of all cases; the descending common duct; the distal por- 
tion of the duct of Wirsung; the ampulla of Vater, which 
is the location of 57 per cent. of all common duct stone; 
and the descending portion of the duodenum are all con- 
tained in a space covered by a silver dollar, between the 


ninth rib and the umbilicus. 6. The pain of a kidney or 
ureteral stone does not always radiate to the groin or 
bladder, but is sometimes more evident about or above the 
umbilicus. It is clear, therefore, that disturbance of any 
of these structures may cause pathologic conditions in the 
adjacent ones. 


Cocain as a Remedy for Post-Anesthetic Vomiting 
(Kokain als Mittel gegen das Erbrechen nach der 
Narkose). Freunp. Wiener Klinische 
Wochenschrift, November 14, 1907. 


The author injects cocain solution hypodermatically just 
before the completion of the operation. The dose in men 
is 0.025 grm., in women 0.02 grm. In 110 cases vomiting oc- 
curred in 9% per cent. The injection also shows a bene- 
ficial effect on the symptoms of reaction. The pulse be- 
comes slower and fuller, the awakening is quiet, and the 
patient’s general condition is one of euphoria. The an- 
esthetic employed by the author is “Billroth’s mixture.” 


The Internal Alexander Operation—A Warning. E. H. 
Hatt, Vancouver. Canada Lancet, December, 1907. 

The author performed an internal Alexander operation. 
The night following the operation, the patient showed signs 
of intestinal obstruction; the abdomen was opened and a 
knuckle of ileum was found to have prolapsed into the 
newly made fossa; despite release of the knuckle and en- 
terostomy the patient died in a few hours. 


Erysipelas. L. N. Boston and A. E. BLacxsurn, Philadel- 
phia. Journal American Medical Association, Nov. 2, 
1907. 

From an analysis of all the records of cases of erysipelas 
treated in the Philadelphia Hospital during the past five 
years, 564 in all, Boston and Blackburn find the incidence 
and mortality of erysipelas are both decidedly affected by 
seasonal influences, being highest in the colder months. 
Age also is an important factor in the mortality, the latter 
being excessive in early infancy, least in childhood and 
gradually increasing from adolescence to old age, when it 
again becomes excessive. Among their cases both inci- 
dence and fatality were very markedly greater in the male 
than in the female. Their statistics also show that renal 
cemplications are to be expected with erysipelas, since of 
the 483 patients examined in this regard, 327 (67.7 per 
cent.) were voiding pathological urine. The mortality, 
however, did not apparently indicate that it was a very 
serious complication. In 66 of the cases the disease was 
limited in extent, in 486 it was extensive. The scalp was pri- 
marily involved in 12 cases, but of the 485 cases beginning 
in the face, in only seven did the disease extend beyond the 
hair margin, the scalp remaining unaffected. There was 
glycosuria in a certain percentage of the cases. 


A Mixed Infection with Tertian and Quartan Malaria 
Occurring in a Patient with Symmetrical Gangrene. 
E. Woop, Wilmington. Journal of the American 
Medical Association, December 7, 1907. 


Wood gives an account of a number of cases of sym- 
metrical gangrenoid conditions occurring in his vicinity, 
probably associated with malarial infection, though this 
was not stated in some of the very brief histories he col- 
lected. One case, however, was observed carefully, and in 
this, in addition to the lesion mentioned and rather pro- 
found mental hebetude, the blood was found loaded with 
tertian parasites, though there was nothing else at the time 
suggestive of malaria in the symptoms. Later, however, 
the quartan parasites appeared in the blood with the other 
form, and chills and fever appeared. Wood discusses the 
case and states his conclusions as follows: 1. Malaria may 
be considered a direct or a provocative agent of symmet- 
rical gangrene of the skin. The skin lesion differs some- 
what from the classical description of Raynaud. 2. Ter- 
tian and quartan malaria may occur simultaneously, but 
such a combination is exceedingly rare. Usually one type 
predominates. 3. Latent tertian fever occurred in Case 8. 
It is very unusual. 4. Certain peculiar psychoses may be 
present in malaria and are probably of toxic origin. This 
question should engage the attention of the psychiatrists in 
malarial districts or physicians having patients from these 
districts. 
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